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Original Articles 
Tumors of the Bladder 


THOMAS J. KIRWIN, M.D., F.A.C:S., F.1.C.S.* 
NEW YORK 


HOUGH the treatment of vesical tumors 
has received a vast amount of attention 


in clinies, in medical conventions, and in 
the literature, it remains an unsolved prob- 
lem. The very fact that so many attacks have 
been made upon the problem shows how far 
off its solution still is. 


ETIOLOGIC FACTORS 


The causative factors most often cited are 
trauma and chronic irritation. Many investi- 
gators adhere to the belief that cells capable 
of neoplastic proliferation must be present in 
the body, and that these cells react to stimula- 
tion by some exciting factor that would not 
affect cells of normal structure. 

The bladder’s position in the body is so well 
protected that the organ is seldom subjected 
to external trauma. Chronic irritation, on the 
other hand, is very common, as the urine fre- 
quently contains substances capable of pro- 
ducing an irritant effect. There is also con- 
siderable evidence that the urine may contain 
a carcinogenic substance. The studies of Paul 

*Professor of Urology, New York Medical College; Di- 
rector of Urology, Flower and Fifth Avenue Hospitals 
and Metropolitan Hospital; Consulting Urologist at New 
York City Hospital, and Former Assistant Director of 
Brady Foundation, Department of Urology, of New York 
"at a the Thirteenth Annual Assembly of the United 


States Chapter, International College of Surgeons, St. 
Louis, November 1948. 


E. Steiner, of the University of Chicago, 
along this line were unfortunately interrupted 
by the war, but it is to be hoped that he may 
soon be able to continue them. The “aniline 
dye tumors” observed in workers engaged for 
a long period in the manufacture of certain 
aromatic chemicals are examples of growths 
produced by chronic irritation. The fact that 
vesical neoplasms are seldom encountered 
before middle life and occur most frequently 
in persons of advanced age bears witness to 
the etiologic importance of long-continued ex- 
posure. The vesical mucosa may react to cer- 
tain agents that are harmless to tissues else- 
where in the body. 

A filtrable virus may be the cause of certain 
forms of vesical tumor. A study made some 
years ago (predicated on the experiments of 
Rous and others with papillomas in wild 
rabbits, as well as those of Wile and Kingery 
on human warts) gives me a basis for this 
assertion. 

In 1934, Rous and his collaborators demon- 
strated the presence of a filtrable virus in the 
skin of wild rabbits which, when implanted 
into healthy rabbits’ skins, produced a papil- 
loma at the site of inoculation. This implanted 
growth was transferable to other sites on the 
skin and was found to proliferate actively, to 


: ge 
f 

1 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


be markedly invasive and destructive, and to 
show a tendency to recur after excision. Wile 
and Kingery demonstrated that a filtrate of 
material curetted from warts on human skin 
was capable of producing a lesion similar to 
the original wart. 


PATHOLOGIC PICTURE 


Epithelial tumors of the bladder may be 
classified as follows: 
1. Papilloma 
(a) Transition eell 
(b) Epidermoid or verrucous 
2. Papillomatosis 
3. Careinoma 
(a) Transition cell 
(b) Epidermoid 
(ec) Adenomatous or adenocarcinoma 
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True epidermoid carcinoma appears in the 
bladder as a hard, gray plaque, tending to roll 
up at the edges and leaving a cavity when re- 
moved from its site in the vesical mucosa. 
This form of growth is infiltrating and other- 
wise presents the features characteristic of 
epidermoid growths. 

Papilloma is probably the most common type 
of neoplasm occurring in the bladder. It is al- 
most always considered: potentially malignant. 
In the early stages of ordinary vesical papil- 
loma there may be only a sparse layer of fusi- 
form cells. In more established growths tend- 
ing toward malignancy the cells are engorged 
and thickened, and mitotie forms can be made 
out. Epidermoid papilloma resembles the con- 
tents of an open seed pod clinging to the blad- 
der wall. It is actually a species conforming 


Wm P. Didusch 1930 


Kirwin Cystoseopic Rongeur. Sectional view, showing removal of a piece of tumor tissue from the 
bladder wall. 
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Chart showing frequency of location of vesical tumors. Diagram carefully prepared 


from 209 cases, benign and malignant bladder tumors. 


Note the infrequency of tumors on the vertex 


and high posterior wall. The relative infrequency on anterior wall. Great frequency in base, partic- 


ularly in region of ureteral and prostatic orifices. 


Fig. 2. Sites of vesical neoplasms seen in a large tumor service (From Urology, by Hugh H. Young, Vol. 1, 


P. 548. (Philadelphia: W. B. Saunders Co., 1926.) 


in general to the histologic characteristics of 
verruca vulgaris as it appears on the cutaneous 
surface. Under the microscope this form of 
papilloma may be easily differentiated from 
that first described. Its papillae have no 
central aggregation of stroma, the “seeds” be- 
ing actually keratinized squamous cells that 
have accumulated into sharp-pointed masses 
overlying the hardened layer of prickle cells. 

Papillomatosis is the term used to designate 
a condition within the bladder in which 
multiple small papillary growths are scattered 
over a relatively wide area of vesical wall. The 
structure of the growths does not differ from 
that of the individual tumors already de- 
seribed. 

Carcinoma is at times impossible to dis- 
tinguish from papilloma. Even when readily 
recognizable, it consists of transitional cells 
and conforms in general to the papillomatous 
structure of the so-called “benign” growths. 
There is far greater evidence of mitosis. In the 
more fully developed specimens cell differen- 
tiation is less marked, though the number and 
bulk of the cell layers are greatly augmented. 
There is also definite evidence of invasion of 


Fig. 3. Roentgenogram of bladder distended with 
opaque medium, showing frondlike projections and 
papillary formations. 
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Finger in rectum. push 
bladder wall and tumor 
upward 
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Abdominal pressure 
forci ng anterior wall 
at bladder downward 
against tumor 


involves 


posterior wall 


¢ ot bladder 


Fig. 4. Bimanual palpation (with patient under anesthesia) for diagnosis of bladder tumor. Pressure on ab- 
domen above bladder forces it downward, while finger in rectum directs bladder upward. Method of Jewett 
(of Johns Hopkins). 


the underlying musculature of the vesical 
wall. 

Vesical papillomas may arise anywhere 
upon the transitional epithelium of the muco- 
sal lining of the bladder cavity. The vast 
majority of such growths develop at the base, 
especially around the ureteral and urethral 
openings. Young and Scott prepared a dia- 
gram showing the location of the growth (or 
growths) in 209 patients with vesical tumors 
observed in their clinic. They noted the fre- 
queney of tumors of the vertex and the upper 


part of the posterior wall and “great fre- 
quency in the base, particularly in the region 
of the ureteral and prostatic orifices,” while 
only a few tumors were present on the an- 
terior wall. 


CYSTOSCOPIC APPEARANCE 


The typical vesical papilloma has often been 
compared to an aquatic plant, with feathery 
fronds floating in the urine like seaweed in 
the ocean. Tumors of this type have long been 
rated as “benign,” yet, in the words of Foote, 
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“their apparently innocent histologic appear- 
ance is considerably overbalanced by - their 
tendency to be very vascular and fragile, 
hence extremely hemorrhagic.” The resem- 
blance to seaweed consists in their structure of 
compound projections, sometimes branching 
and rebranching directly from the tumor’s 
base in the mucosa of the wall. Again, these 
growths may originate in a distinct pedicle, 
which in its turn arises from the epithelium. 


SYMPTOMS AND DIAGNOSIS 


Hematuria, which is usually painless, is 
the initial manifestation. As the appearance 
of blood in the urine is common to the major- 
ity of lesions of the urinary tract, it serves 
to emphasize the extreme importance of in- 
vestigation in all cases of hematuria. Early 
and complete cystoscopic examination should 
be done whenever blood appears in the urine, 
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for in this way many latent vesical tumors may 
be uncovered. 
The diagnosis is established by four steps: 


1. Cystoscopie examination by a skillful 
and experienced operator. 

2. Biopsy of a specimen of adequate size, 
properly secured. 

3. Cystographic examination. 

4. Bimanual palpation, with the patient 
under anesthesia (after the method of Jewett). 


As it has been found impossible to classify 
vesical growths on the basis of cell differentia- 
tion alone, one cannot rely entirely on the 
pathologist. The cystoscope, the cystogram, 
and especially bimanual palpation remain the 
chief means of diagnosis. Only by a combina- 
tion of all of these can we hope to arrive at 
a true comprehension of the condition which 
confronts us. 
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Fig. 5. Kirwin measuring instrument: (1) instrument with measuring arm closed; (2) appearance of meas- 
uring arm from above; (3) lever pushed forward, extending measuring arm; (4) detail of millimeter calibra- 
tions on measuring arm; (5) instrument assembled and combined with McCarthy foroblique telescope. 
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(Measuring arm 
| viewed 
Opening for 
radon seed 
introducer 


Measuring arm extended 


to surface of tumor 


Fig. 6. Kirwin measuring instrument in use. Cystoscopic appearance of measuring arm: 
(2) arm extended to surface of tumor, showing millimeter calibrations and 


closed, with tumor behind it; 
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{lever to operate 
> | measuring arm 


arm extended 


to surtace of tumor 


Opening, for radon seed 


bro ducer 


(1) measuring arm 


opening for radon-seed implanter; (3) instrument turned to extend arm over the area left exposed after ful- 

guration of the exuberant portion of the growth; (4) appearance of instrument after passage through the 

urethra. Diameter of tumor multiplied by pi (3.14159-+-) equals circumference of tumor, thereby determining 
proper spaces for seeds. 


TREATMENT 


In a paper presented some years ago I said 
of the methods then in vogue for treating 
vesical tumors—segmental resection, irradia- 
tion, fulguration, and cystectomy with ureteral 
transplantation—‘No one method has ever 
shown itself preeminent. More than that, no 
one method has so far been demonstrated as 
adequate when considered solely on its in- 
dividual merits. Whenever a therapist or a 
clinic has proved conspicuously successful in 
the management of vesical malignancy, it has 
been because they have freely availed them- 
selves of all the systems of therapeutic man- 
agement as they seemed most applicable to in- 


dividual eases... . There can be no hard and 
fast rule.” In each case the patient must be 
eared for in accordance with the diagnostic 
findings and the extent and location of the 
tumor “after every diagnostic means available 
has been brought into play.” 

After ten years I am still of the same 
opinion. 

Transurethral Procedures: Simple excision, 
with or without cauterization of the tumor 
base, remains the popular method of handling 
tumors of the bladder. Fulguration according 
to the method of Beer still has many adher- 
ents, who use it either alone or in combination 
with other technics. The method is advised 
only when the growths are unquestionably be- 
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Fig. 7. Modified Kirwin resectoscope. Beak and electrode designed for removal of vesical tumors. 
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Fig. 8. Modified Kirwin resectoscope: Sagittal section, showing instrument in position and relation of tumor 


base to electrode inserted in bladder. 
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AA trode completed 3-A 


Tumor 


\ lumor 


3, removed 


=i 


xcursion of electrode 


Turnor 
| comple 


Ay 
As 
Fig. 9. Modified Kirwin resectoscope: (1) Telescopic view of tumor and electrode; (1A) section through narrow 
pedicled tumor and its relation to the electrode; (2) telescopic view of electrode cutting through base or pedicle 


of tumor; (2A) section showing relation of electrode to base or pedicle of tumor, as cut is being made; (3) 
excursion of electrode completed; appearance of area after tumor has been removed; (3A) sectional view of (3). 


nign, and this, as has been pointed out, is 
often hard to determine. For tumors judged 
malignant, fulguration and irradiation have 
been combined with fair suecess. The new 
instrument I have designed has enabled 
me to improve the technic of transurethral 
removal of papilloma. Many bladders have 
been punctured when older methods of re- 
moval were used, but the resectoscope equip- 
ped with the loop has greatly decreased this 
hazard. 

Surgical Treatment of Open Bladder: Large 
tumors and tumors found in diverticula re- 
quire open operation. Segmental resection of 
the bladder wall, though a major procedure, 
is not nearly so formidable as total cystectomy 
with ureteral transplantation to the bowel. I 
have no figures to prove it, but I am sure that 
there are as many five-year survivals after 


this operation, in which only a portion of the 
bladder is resected, as when the entire organ 
has been removed. 

Loop Electrode Excision: This procedure, 
followed by application of 50 per cent phenol 
in glycerine, has given me the most  satis- 
factory results, and in my hands has proved 
more effective than any other form of therapy. 
I believe that vesical papillomatosis is due to 
a virus infection, and for some years I have 
treated the lesions in the following manner: I 
remove the growths with the loop electrode, 
cauterize the base with 50 per cent solution of 
phenol in glycerine, and then, after two or 
three minutes (during which the mucosa has 
turned grayish white) apply 95 per cent aleo- 
hol, which neutralizes the phenol and causes 
the mucous membrane to return to its normal 
color. I have a number of patients so treated 
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who show no evidence of recurrence after as 
long as five and ten years. ‘ 

Postoperative Treatment After Loop Elec- 
trode Excision with Phenol: A de Pezzer 
catheter is placed in the bladder, which is 
irrigated every two or three hours with physi- 
ologie solution of sodium chloride. While this 
is being done, a clamp is placed on the de Pez- 
zer catheter so that the bladder may be kept 
dilated until desquamation takes place in the 
top layer of the vesical mucosa. This is ac- 
complished in approximately seven to ten 
days. It prevents the bladder from contracting. 
All the patients have had bladders of nor- 
mal capacity after this treatment. 


5kin incision. 


Umbilicus 


Incising bladder wit 
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Irradiation: Immediately after the first 
World War, radium and roentgen therapy 
were widely used in the treatment of all forms 
of malignant disease, and high hopes were en- 
tertained that the problem of bladder tumor 
treatment had been solved. These hopes have 
not been realized. Though irradiation is still 
in extensive use, it is generally employed in 
conjunction with other methods. High voltage 
roentgen therapy remains a standard adjuvant 
treatment to surgical measures; for patients 
deemed inoperable, it is often used as an alter- 
native. Most therapists agree, however, that 
the roentgen ray has not justified the expecta- 
tions of its advocates, at least so far as tumors 


atraight wire electrode 


Fig. 10. Loop electrode excision: Operation for vesical papillomatosis: (1) Median suprapubic 


incision; (2) Opening of bladder, using straight wire electrode, exposing small tumors on 
anterior wall. Larger tumor with necrotic base visible in background, at base of bladder. Wound 
edges masked with gauze to prevent tumor transplants. 
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Applying 50% carbolic with 
ycerine to prostatic urethra, 

entire wall and cut edges of 
bladder. This is followed by 
application of. 15% alcohol . 


Fig. 11. Loop electrode excision. Operation for vesical papillomatosis: (1) Excision of small papillomas with 

wire-loop electrode; large tumor to be treated in same way. All tumor tissue removed down to muscular layer 

of bladder wall; bleeding points coagulated with ball electrode. (2) Beds whence tumors were excised. Cut 

edges and entire surrounding bladder wall, as well as tumor beds, swabbed with 50 per cent phenol-glycerine 
solution, to be followed by 95 per cent alcohol, applied to entire inner surface of vesical cavity. 


of the bladder are concerned. In almost 90 per 
cent of cases recently reported, irradiation had 
Round no effect whatever. 

A procedure I used several years ago at the 
electrode James Buchanan Brady Foundation of New 
York Hospital proved disappointing, though 
theoretically it should have yielded the best 
possible results. It consisted of marsupializa- 
tion of the bladder and irradiation of the 
interior of the vesical cavity for periods as 
long as thirty days. It seems logical to me to 
assume that, if this direct application fails, 
little is to be hoped for in roentgen therapy as 

applied to the unopened bladder. 
A B . oe Radioactive Isotopes: The increasing avail- 
_ ability of the radioactive isotopes and the de- 
Fig. 12. Electrodes with insulated guards used in ex- 


cision of bladder tumors. (A) Small round type; (B) their peuper handling and application offer 
large round type; (C) flat type. hope that this form of irradiation may become 
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Fig. 13. Loop electrode excision. Broad-based vesical tumor being removed by electrode 
with insulated guard. 
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Fig. 14. Loop electrode excision. (A) Sagittal section, showing removal of broad-based tumor from posterior 
vesical wall, relation of insulated guard to wire electrode. (B) Tumor bed after excision of growth. 
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t lateral poslenor wall Dividing bladder wall 
of bladder have been freed down acd tumor 
beyond tumor 


applied fo bladder wall) ay | tumor with clamps applied 


Fig. 15. Open bladder technic. (1) Large solitary tumor exposed by vertical incision. (N. B. The author some- 

times uses also a transverse or Pfannenstiel incision). Right lateral and posterior vesical walls have been 

freed beyond tumor. (2) Bladder wall divided downward toward tumor. (3) Clamps applied to bladder 
wall as tumor is resected. (4) Further resection of wall, with clamps in position. 
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Fig. 16. Open bladder technic. (1) Tumor removed and defect in bladder wall sutured; (2) anterior vesical wall 
closed: (3) drainage tubes placed and external skin sutured. 
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Lumor mass removed 


Base of tumor 


Be sition of radon seeds 


Placing radon hide AE ; 
into base of tumor Radon seed 
introducer 


fladon seed 


introducer 


sition of radon 
seeds in base 
of tumor 
Fig. 17. Irradiation of vesical tumors. Bladder base implanted, using Kirwin resectoscope. (1) Radon seeds 


placed in tumor base; (2) permanent position of radon seeds implanted about tumor base—evenly distributed 
to prevent over-irradiation in any one spot. 
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available for treating vesical tumors. Though 
considerable work has already been done as 
regards the measurement of alpha, beta and 
gamma radiation, the determination of half- 
life and the computation of dosage as regards 
radioactive cobalt, phosphorus, sodium and 
other isotopes, little has yet been observed 
concerning the effect of such isotopes on neo- 
plastic growths. It is desirable that studies be 
made of their effect on tumors of the bladder. 

Total Cystectomy with Ureteral Implanta- 
tion: This radical method of handling vesical 
tumors has become increasingly popular dur- 
ing the past two decades. It requires great 
skill on the part of the urologist and tremen- 
dous physical endurance on the part of the 
patient. Most victims of vesical tumor are ad- 
vanced in years and frequently depleted by 
renal and cardiae complications. Few of them 
are physically equipped to withstand the 
shock of such an extended operation. As nei- 
ther the cause nor the origin of vesical tumor 
is known—whether it is due toa virus, a blood- 
stream infection, or a misplaced fetal rest—it 
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is my opinion that aged and infirm patients 
should not be subjected to so drastic an oper- 
ation as total cystectomy with ureteral im- 
plantation except as a last resort, when pain 
is excruciating and suffering unendurable. 
Therefore, the indications for this operation 
are sharply limited. 

Vascular invasion is a contraindication. It 
has been shown that 35 per cent of vesical neo- 
plasms are of hematogenous origin. In all 
probability many more originate in that way, 
though definite proof is lacking. McDonald 
and Thompson recently reported that, of 102 
patients with tumors of the bladder, 37.2 per 
cent showed involvement of the blood vessels. 
Such invasion is rarely seen except when in- 
filtration has invaded the deep muscular layer 
or reached the perivesical fat. If the fatty 
layer had been penetrated, these authors came 
regularly to regard the prognosis as poor. In 
proof of this, the survival rate for patients 
without vascular involvement was 37.8 per 
cent. For those with vascular involvement the 
rate of survival was only 11.6 per cent. 


pace 
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Fig. 18. Irradiation of vesical tumors. (1) Bladder wall closed, with intravesical and extravesical drainage in 
place; (2) final closure of abdominal wall, showing exit of both drainage tubes. 
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Fig. 19. Vesical tumor within diverticulum. Bladder opened and diverticulum exposed. Insert (a) shows method 
of resecting sac and removing with tumor intact. 
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Plate II. Papillary transitional cell carcinoma. (Top, left) The architectural pattern is papillary. The papillae are lined 
by atypical transitional cells, the orderly arrangement of which has been destroyed and shows loss of polarity. Both cyto- 
plasm and cells show hyperchromatism. The nuclei are large and vary in size. Nucleoli are prominent; some are oversized. 
Mitoses are absent. (Top, right) Pleomorphic transitional cell carcinoma with some squamous elements extending through 
bladder wall. There is a solid sheet of bizarre epithelial cells, showing marked variability in size of both cell and nucleus. 
The nuclei are deeply hyperchromatic. In the center is an aberrant pearl. (Bottom, left) Epidermoid or squamous cell 
carcinoma invading muscle. Nests of large bizarre cells are present deep in the wall. They are squamous, variable in size, 
and have hyperchromatic nuclei filling the cells and leaving only a narrow rim of cytoplasm with large prominent nuclei. 
Note the epithelial pearls in lower half of circle. (Bottom, right) Adenocarcinoma of bladder in trigonal region. The tis- 
sue consists of a solid group of epithelial cells and glandular structures, separated by a very scanty connective tissue. In 
the glands the cells are large and cuboidal; the cell boundaries are obscure, the cytoplasm pale and finely granular. The 
nuclei vary in size and are rather pale and vesicular; they do not have prominent nucleoli nor mitoses. The solid nests have 
similar cells. There is a scanty plasmacytic infiltrate. 
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Plate III. Papillary transitional cell carcinoma. The 
area photographed shows the contrast between benign 
and malignant lesions. In one area the cells are quite 
homogeneous and have relatively normal-sized nuclei 
of normal dimensions and staining. They are free from 
mitoses, and the cytoplasm is pale. Adjacent to this 
area is another with epithelium in sharp contrast. Here 
the nuclei are more variable in size, tend to be large, 
and are deeply hyperchromatic. There is occasional 
mitosis. The cytoplasm is scantier and is hyperechro- 
matic in comparison with that of the normal cells. 
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SUMMARY AND CONCLUSIONS 


1. The treatment of bladder tumors re- 
mains unsatisfactory. 

2. Though the cause of intravesical neo- 
plasms is unknown, there is evidence to show 
that in a few cases they may be due to virus 
infection. 

3. Papilloma, either single or multiple and 
distributed over a considerable area, is the 
type of tumor most frequently observed in the 
bladder. 

4. The trigonal region is the most frequent 
site of vesical growths. 

5. In establishing diagnosis, cystocopie ex- 
amination is the most important aid, though 
biopsy, cystographie study and bimanual pal- 
pation with the patient under anesthesia 
(Jewett) are indispensable adjuvants. 

6. Treatment consists of one or more of the 
following methods: 


a. Simple excision followed by cauter- 
ization or radon implantation. This 
method is generally used. 

b. Suprapubie exposure and _intra- 
urethral methods. These are also pop- 
ular. 

ce. Total cystectomy with ureteral im- 
plantation. This is widely advocated 
but is too radical a procedure to be 
applicable to the majority of the 
aged and infirm patients suffering 
from vesical tumors. 

d. Radium and roentgen therapy. These 
are now used mostly in conjunction 
with other therapeutic agents. 


In my opinion, the greatest gain made in 
recent years is the development of a method of 
evaluating the potential curability of vesical 
growths. Many investigators and operators 
have contributed to this by making detailed 
reports on histologic examinations or the re- 
sults of bimanual palpation. My own method 
of excision with the loop electrode, followed by 
applications of phenol-glycerine and alcohol, 
has shown definite value. Unlike more radical 
procedures, it is well tolerated even by de- 
pleted and aged patients and has shown no 
immediate mortality. Present-day reports on 
the treatment of vesical tumors provide some 
basis for optimism, but the general outlook is 
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Fig. 20. Vesical tumor within diverticulum. (A) speci- 
men removed; (B) size of growth in comparison with 
cystoscopic view. 


by no means as favorable as one might wish or 
as many overenthusiastic therapists would 
have us believe. 


SOM MAIRE 


Quoique la cause des néoplasme intra-vein- 
eux soit inconnue, il est evidence que dans 
quelques cas, ces tumeurs peuvent étre dies a 
une affection par virus. Le papillome, seul ou 
multiple, l’etendant une partie considérable 
est le type de tumeurs le plus fréquemment ob- 
servé dans la vessie. La region trigonale est le 
siege le plus fréquent de ces excroissances 
vesicales. Pour établir le diagnostic, l’examen 
cystoscopique est l’aide le plus important quoi 
que la biopsie, |’étude eystographie et la palpa- 
tion bimanuelle avec le malade sous anesthesie 
(Jewwet) soit des adjuvants indispensables. 
Le traitement consiste en une ou plusieurs 
méthodes suivantes : 

1)—La seule excision suivie de cautérisation 
avee l’implation de radon. Cette méthode est 
généralement employée. 

2)—L’exposition supra-pubieme et les méth- 
odes intrauréthérales. Ces méthodes sont trés 
populaires. 

3)—La eystectomie totale avec implantation 
urétérale. Ceci est racommandé mais e’est un 
procédé trés radical qui n’est pas applicable 
aux vieillards, ni aux malades infirmes souff- 
rant de tumeurs vésicales. 

4)—Thérapie du radium et de Rontgen ; Ce 
procédé est principalement employé coneurem- 
ment a d’autres agents thérapeutiques. 

A mon avis les plus grands progrés faits 
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Fig. 21. Vesical tumor within diverticulum. Sagittal section, showing relation of diverticulum to main bladder 
cavity and pedicle attachment of tumor (invisible cystoscopically). 


dans les années récentes sonts dis au dévelop- 
pement d’une méthode qui permet d’évaluer la 
curabilité possible des tumeurs_ vésicales. 
Beaucoup de chercheurs et d’opérateurs ont 
contribué au progrés en faisant des rapports 
détaillés sur les examens histologiques et sur 


les résultats de la palpation bimanuelle. Ma 
méthode d’excision avee une anse d’électrode 
suivie d’applications de phénoglyeérine et 
daleool, a donné des résultats définis. Elle 
différe des procédés plus radicaux en étant 
mieux tolerée par les vieillards et les malades 


a 
ae 


VOL. XITI, NO. 1 


affaiblis et ne donne aucune mortalité imméd- 
iate. Les rapports de nos jours sur le traite- 
ment des tumeurs vésicales donne quelques 
bases optimistes, mais en général, ne soyons pas 
trop enthousiastes pour le moment. 


RIASSUNTO 


Benche’ la causa dei tumori vescicali sia 
tuttora seo nosciuta, esistono in tali casi degli 
argomenti per ammettere un’infezione da 
virus. I tumori piu’ comuni sono rappresentati 
dai papillomi, sia semplici che multipli e dis- 
tribuiti sopra una vasta superficie. La zona 
piu’ frequentemente colpita e’ il trigono. L’e- 
same cistoscopico e’ il mezzo piu’ importante 
per la diagnosi: questo dovrebbe essere pero’ 
integrato dalla biopsia, dalla cistografia e dalla 
palpazione bimanuale in anestesia (Jewett). 

La cura consiste in uno o piu’ di questi 
diversi metodi: 

a) Escisione semplice, sequita da cauter- 
izzazione o dall, impianto di radon. Questo e’ 
il metodo piu’ comune. a. 

b) Esposizione del tumore per via sovra- 
pubica, oppure metodi operatori intrauretrali. 

ce) Cistectomia totale con impianto degli 
ureteri. Quest’operazione e’ divenuta molto 
popolare, ma e’ troppo radicale per essere 
eseguita nella maggioranza dei pazienti affetti 
da tumori della vescica, essendo questi per lo 
piu’ in eta’ avanzata e molto indeboliti. 

d) Radium e roentgenterapa. Questa ter- 
apia viene per lo piu’ associata agli altri 
metodi di cura. 


KIRWIN: TUMORS OF BLADDER 


L’A. ritiene che il maggiore progresso realiz- 
zato negli ultimi anni consista nello sviluppo 
di un metodo capace di valutare la poten- 
zialita’ di cura dei tumori vescicali. Molti 
ricereatori e numerosi chirurghi contribuito a 
questo scopo attraverso indagini microscopiche 
ed i risultati della palpazione bimanuale. 

I] metodo operativo seguito dall’A. consiste 
nell’escisione del tumore con un elettrode ad 
ansa e causticazione con acido fenico-glicerina 
ed alcool. A differenza di metodi operativi 
piu’ radicali, viene bene tollerato anche da 
pazienti in eta’ avanzata e molto indeboliti: 
non ha aleuna mortalita’; conduce a buoni ri- 
sultati. 

Le odierne statistiche sopra la cura dei 
tumori vescicali aprono adito ad un certo 
ottimismo: ma non cosi’ da soddisfare i nostri 
desideri, 0 da corrispondere a quanto aleuni 
chirurghi, troppo ottimisti, vorrebbero farci 
ammettere. 
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Primary Gastroduodenal Resection for Acute 
Perforating Peptic Ulcer 


FORTUNATO S. GUERRERO, M.D., F.P.C.S., F.L.C.S. 
MANILA, P. I. 


may arouse controversy. I am aware of 

the strong condemnation among my col- 
leagues in the United States, Canada and in 
the British Isles of any treatment more drastic 
than simple closure of the acute perforation 
complicating peptic ulcer. | do not even sug- 
gest, much less recommend, that resection 
should be a routine procedure. I shall try to 
point out, however, that resection has its value 
in specially selected cases of peptic ulcer. The 
time has come to consider a change of attitude. 
Hundreds of cases are accumulating in which 
the much lower mortality rates and the su- 
perior immediate and long-range results 
among large numbers of patients are certainly 
convineing. 

Expressive of the strong condemnation of 
the employment of procedures more radical 
than simple closure in the management of the 
acute perforated peptic ulcer are the un- 
equivocal statements of Roscoe R. Graham and 
Hamilton Bailey. Graham, writing in 1944 
with Tovee, repeated “heartily” what he said 
in effect in 1936 and again in 1937: “Accept- 
ing the philosophy that we have no respon- 
sibility except to save the patient’s life, we are 
spared any debate as to whether we should do 
a concomitant gastrojejunostomy, pyloro- 
plasty, or gastric resection. None of these pro- 
cedures is necessary to save the patient’s life. 
We cannot too heartily condemn all procedures 
save simple closure as the operation for acute 
perforation.” 

With equal emphasis Bailey has stated: 
“Partial gastrectomy for perforated peptic 
ulcer is practiced by some continental sur- 
geons, who can produce statistics which make 
my mortality figures appear stupendous. It is 
my endeavor to keep an open mind on meth- 
ods I have not tried; on this oceasion I feel 
justified in condemning this practice whole- 
heartedly. I could bring many arguments to 
justify this attitude, but this is not the place 
to do so. Let it suffice that not a few patients 
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remain perfectly well after simple suture; 
that partial gastrectomy, even in the most 
expert hands, is an operation bristling with 
incidental complications, many of which can 
be forestalled by proper preoperative treat- 
ment; that if a patient is well enough to un- 
dergo a formidable surgical procedure, how 
can he possibly fail to respond to closure of 
the perforation and await reasonable necessity 
for further surgical measures ?” 

The following quotation from Marshall and 
Keleher represents the general attitude in 
the United States: 

“Any form of surgical intervention should 
be designed only to close the perforation, to 
stop peritoneal contamination from leaking 
gastric contents, and should be concerned 
chiefly with saving the patient’s life by the 
simplest possible procedure. Any surgical pro- 
cedure designed to accomplish a permanent 
cure of the peptic ulcer by the removal of the 
uleer by gastrojejunostomy or by subtotal re- 
section of the stomach is plainly contraindi- 
cated.” 

Since the ideas expressed in these quotations 
are generally accepted by British and Amer- 
ican surgeons, it is not surprising that gastric 
resection for acute perforated peptic ulcer is 
only occasionally employed in this country 
and in the British Commonwealth. In 1940, 
DeBakey made an exhaustive statistical analy- 
sis and review of the literature. He collected, 
in the United States for the decade 1928 to 
1939, 4,451 operative cases of acute perforated 
peptic uleer. Of this total, simple closure or 
simple closure plus gastro-enterostomy was 
performed in 4,400; in only 45 cases was 
gastric resection performed. In 1942, McNealy 
and Howser, in their series of 673 operative 
cases, reported only 2 cases of resection; in 
the remainder palliative operations were done, 
the great majority being simple closures. Ca- 
nadian and English surgeons are even more 
conservative. They employ simple closure al- 
most exclusively, condemning resection. This 
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conservative attitude is exemplified by recent 
writings of Graham, Bailey, Wakeley, Raw, 
ete. 

In contrast to the attitude of surgeons in 
the English-speaking countries, continental 
European surgeons follow a more radical 
course. Since von Haberer advocated this 
radical course of treatment in 1919, gastric 
resection is done by German, Russian, Aus- 
trian and Italian surgeons in all but the “poor 
risk cases” of acute perforation, with an al- 
most unbelievably low rate of mortality. Ju- 
dine, because of his connection with the Cen- 
tral Emergency Hospital in Moscow, has been 
favored by the most extensive personal ex- 
perience in the management of this aspect of 
the uleer problem. All emergency patients 
from a metropolitan area of over 3,500,000 
population (1937) go to this hospital. He re- 
ported in 1937 a series of 426 cases, in 419 of 
which operation was performed. In the latter 
group there were 331 gastric resections with 
26 deaths, or a mortality rate of 7.8 per cent. 
Simple closure or simple closure combined 
with gastroenterostomy was employed in 87 
cases, with 28 deaths (mortality 32.2 per 
cent). The overall mortality rate for this series 
was 12.8 per cent. In 1939 the same author re- 
ported a much larger series—937 cases of re- 
section with a mortality rate of 8.9 per cent, 
whereas the mortality rate in 435 cases of 
simple closure and simple closure plus 
gastrojejunostomy was 31.7 per cent. The 
overall mortality of this series was 15 per cent. 
Several authors cited by Bisgard have re- 
ported mortality rates under 14 per cent. 
Rates better than those of Judine are encoun- 
tered in the literature. In a series of 20 cases 
reported by Odelberg there was a 5 per cent 
mortality. A collected series of resections re- 
ported by Graves also resulted in a mortality 
rate of 5 per cent. Mulleder and Neuberger 
reported 21 cases of partial gastrectomy with 
4.8 per cent mortality. Strauss and Bobbio 
reported 8 cases and 29 eases, respectively, 
with no deaths. In the present series there 
were 12 cases of gastric resection without a 
death. 

Mortality rates for simple closure vary con- 
siderably. A maximum of 52 per cent was re- 
ported by Parker and a minimum of 1.9 per 
cent by Graham. The latter figure was in- 
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creased to 6.3 per cent when Graham later 
reported 114 cases, in which his former 51 
cases were included. Striking an average be- 
tween the two extremes of Parker and Graham 
are the figures reported by Nesbit and Palleta. 
Nesbit has reported 30.3 per cent mortality in 
33 cases of simple suture; Palleta, 22.7 per 
cent in 44 eases similarly managed. In 612 
cases of simple closure, McNealy and Howser 
noted a mortality of 27.4 per cent. These au- 
thors estimated 24 to 27 per cent as the pres- 
ent mortality rate for simple closure. DeBakey 
observed a collective mortality rate of 25.9 per 
cent in 5,589 cases. A few unusually low fig- 
ures (below 6 per cent) in small series of 
cases are cited by Bisgard. 

DeBakey collected from the literature 2,392 
cases of acute perforated peptie ulcer with 
primary partial gastrectomy. Three hundred 
and twenty-one of the patients died, a mor- 
tality rate of 13.4 per cent. This figure is only 
about half of the 25.9 per cent mortality in 
the 5,589 similarly collected cases of simple 
closure. An incontrovertible way to prove that 
partial gastrectomy has a much lower mor- 
tality rate than simple closure is to compare 
the total mortalities of serial groups favoring 
resection and serial groups favoring simple 
closure. Let us take the fairly large series of 
MeNealy and Howser, for example, and com- 
pare it with the 1937 series of Judine and the 
recent series of Bobbio. McNealy and Howser’s 
series has only two primary gastric resections, 
so this group is partial to simple closure, and 
is representative of the general run of cases 
in this country. In this series there are 552 
cases with simple closure, 53 with closure plus 
gastroenterostomy, 6 with pyloplasty and 2 
with gastrie resection. The total or overall 
mortality given by the authors is approxi- 
mately 27 per cent. This figure is more than 
twice the 12.8 per cent total mortality rate of 
Judine in his 1937 series, cited earlier in this 
paper. The overall mortality of Bobbio is also 
much lower than that of McNealy and Howser. 
The former collected 211 cases from three 
elinies in Turin, Italy, with 25 deaths, or a 
total mortality rate of 11.3 per cent. In all of 
these sourees the great majority of patients 
underwent partial gastrectomy, and the small 
minority simple closure or simple closure 
with gastroenterostomy. 
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Not only are mortality figures for gastric 
resection much lower than those for simple 
closure, but the immediate and late results of 
resection are superior. The large collective 
series of DeBakey (resection) shows 90.6 per 
cent good or fair results and 9.4 per cent bad. 
On the other hand, simple closure produced 65 
per cent good or fair results, 35 per cent bad 
results and 16.9 per cent results that required 
subsequent operation. Harrison and Cooper 
reported that 82.5 per cent of their patients 
showed recurrence of ulcer symptoms after 
simple closure of the ulcer perforation. Parker 
reported that 33 per cent of “suture cases,” 
when followed up, needed subsequent opera- 
tion. Follow-up reports in small series of cases 
cited by Bisgard from Paul, Marine, and 
Odelberg gave 100, 100, and 87 per cent of 
satisfactory results, respectively. 

Strauss was the first American surgeon to 
advocate openly the performance of primary 
gastroduodenal resection for acute perforated 
peptie ulcer. In 1944 he reported a series of 12 
cases, in 8 of which he had performed resection 
without any mortality. Three of the 4 patients 
with palliative closures died. In coneluding 
his paper, he remarked: “Therefore, it can be 
safely said that in selected cases primary re- 
section for perforated gastroduodenal ulcers 
offers the patient a cure of this disease ; it saves 
him further uleer treatment and a_ second 
operation. It removes the danger of another 
perforation and it does not increase the op- 
erative mortality above that of the simple su- 
ture. It does not add to his morbidity. He is 
soon on an unrestricted diet. It should super- 
sede routine suturing for younger patients in 
good condition.” 

The following year Bisgard, of Omaha, Ne- 
braska, also advocated primary resection for 
acute perforations complicating cancer of the 
stomach and peptie ulcer. He reported 6 cases 
of such perforation in which he did emergency 
gastroduodenal resection “either as the opera- 
tion of choice or as definitely imperative.” 

I am reporting a series of 42 consecutive 
cases of acute perforated peptie ulcer. Twenty- 
eight of the patients were treated by simple 
closure, 2 by simple closure plus gastrojejunos- 
tomy and 12 by primary gastroduodenal re- 
section. I should like to emphasize the point 
that more than two-thirds (71.4 per cent) of 
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these patients were treated by conservative 
operations (simple closure or simple closure 
plus gastrojejunostomy ), while less than one- 
third (28.4 per cent) underwent radical gas- 
trie resection. There were 5 deaths (17.8 per 
cent mortality) in the 28 eases of simple 
closure. No death was recorded in the 2 eases of 
simple closure plus gastrojejunostomy and in 
the 12 cases of gastroduodenectomy. The over- 
all mortality for the series was 11.9 per cent. 

Instead of reciting the history of each case 
of resection, a brief résumé of the important 
data is given: 

There were 10 men and 2 women. The men 
were from 19 to 41 vears old, the majority be- 
tween 25 and 35. The two women were the 
oldest in the group, 56 and 58 respectively. 
Ten had histories of ulcer varying from two 
years’ to many years’ duration. Two had sug- 
gestive histories of ulcer of three years’ and 
two and one-half years’ duration. Eight had 
perforation of twelve hours’ duration or less 
before operation; and 4 had perforation of 
fifteen, sixteen, twenty-four, and twenty-six 
hours’ duration, respectively. The newest 
perforation was of six hours’ duration, the 
oldest of twenty-six. 

Perforation was located on the anterior wall 
of the first portion of the duodenum in 11 
cases and on the anterior wall of the antrum of 
the stomach in the remaining case. The classic 
Reichel-Polya operation was performed in all 
eases, posterior in 10 and anterior in the re- 
maining two. In each of the women (the oldest 
patients in the group) approximately one-half 
of the stomach was resected, whereas in the re- 
maining 10 patients who were much younger, 
no less than two thirds of the stomach was re- 
moved. Hospitalization ranged from twelve to 
twenty-two days. One patient had a mod- 
erately severe wound infection which was the 
cause of the longest hospital confinement ; 
otherwise, recovery was uneventful in all eases. 

Immediate good results were observed in all 
cases, all patients being relieved completely 
of their uleer symptoms after the operation. 
On their returning to a normal diet soon af- 
terward, improvement in general health was 
rapid and satisfactory. Seven patients, seen re- 
cently, four to five years after the operation, 
have never had any recurrence of ulcer symp- 
toms and are in good health. 
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In both female patients there was only 

minimal soiling of the peritoneal cavity. Both 
were in strong condition when first examined 
and were considered good risks despite their 
age. One had an enormous amount of air in 
the peritoneal cavity, which caused the abdo- 
men to deflate like a balloon when the peri- 
toneum was opened. A preoperative diagnosis 
of intestinal obstruction was made in her ease. 
In all the remaining cases there was more or 
less diffuse soiling of the general peritoneal 
cavity, but all of the patients were strong and 
considered good risks for resection. 

It should be strongly emphasized, however, 
that patients for resection should be carefully 
selected. If they are, the risk of resection 
should not be more than that of simple closure 
in similarly selected patients, and the mor- 
tality rate should approach the low level asso- 
ciated with selective resection for uncompli- 
cated peptic ulcer. Under no circumstances 
should resection be undertaken unless the pa- 
tient is a good risk; neither should the opera- 
tion be done by an “occasional” operator or by 
a novice. In the absence of an expert gastric 
surgeon, simple closure is the better procedure. 

There is no fixed rule in the selection of 
patients for resection. The expert gastric sur- 
geon will know by experience which patients 
are and which are not suitable. The good risk 
is generally young, with recent perforation 
and with a greater or lesser degree of peri- 
toneal soiling. There is little or very little 
physiobiochemical disturbance, and the gen- 
eral condition is good. Once in a while an 
older patient may tolerate resection. Two 
women among my patients were nearing 60 
years of age. They went through the operation 
safely. Both had minimal peritoneal soiling ; 
their general condition was good, and both 
were considered good risks. 

It should also be emphasized that before op- 
eration, time (even though short) should be 
taken to control pain, combat shock and cor- 
rect dehydration or any noticeable or probable 
biochemical disturbance. One or two pints of 
blood should be available during or soon after 
the operation. Before the abdominal wound is 
closed, the peritoneal cavity should be gently 
but thoroughly dried of its contents, and 200,- 
000 units of penicillin and 2 gm. of strepto- 
mycin, dissolved in about 20 ce. of physiologic 
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solution of sodium chloride, should be instilled 
into the peritoneal cavity. I consider thorough 
drying of the peritoneal cavity very important 
—indeed, essential to successful operation. 
Although penicillin and streptomycin, in- 
stilled into the peritoneal cavity, are impor- 
tant, they are not absolutely necessary ad- 
juncts. postoperatively, the importance of 
keeping the stomach continuously empty by 
intermittent or continuous suction, of restor- 
ing and maintaining fluid, electrolyte, and 
vitamin balance, and of giving the sulfa drugs. 
penicillin and streptomycin in full therapeutic 
doses should not be forgotten. These measures 
are obvious to the expert surgical therapist, 
but | emphasize their importance nevertheless, 
because I consider them essential to the sue- 
cessful outcome in any ease. 

In this country, where the facilities for early 
diagnosis of acute perforation are available, 
where excellent operating conditions abound 
in abundance and in excellence, where pre- 
operative and postoperative care are highly 
developed, where many excellent gastrie sur- 
geons are found and where the mortality rate 
of elective gastrectomy for peptic ulcer has 
reached the low level of 2 per cent and even 
less, the practice of primary resection of the 
stomach for perforated ulcer should find ready 
acceptance. There is a famous saying, “The 
proof of the pudding is the eating.” Why not 
give the procedure a fair trial? I am sure the 
mortality rate will not be increased. Possibly 
it will even be lower than it is at present. 


SUMMARY AND CONCLUSIONS 


Gastroduodenal resection for acute perfo- 
rated peptic ulcer has been shown to be pos- 
sible and safe even in the presence of diffuse 
peritoneal contamination. By comparative 
figures it has also been amply demonstrated 
that this procedure results in a lowered mor- 
tality rate and superior postoperative results, 
both immediate and permanent. In the hands 
of the expert gastric surgeon, it should not 
increase the hazards of operation. Of course, it 
becomes a double-edged sword if it is employed 
indiscriminately by the “occasional operator ;” 
but, in my opinion, to condemn a procedure 
that one has not given a fair trial bespeaks 
dogmatism and lack of scientific open-minded- 
ness. 
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Selection of Surgical Procedure in Treatment 
of Cancer of the Rectum 


HARRY E. BACON, M.D., F.A.C:S., F.I.C.S.,* anp 
ILLYDIO SAUER, M.D., F.I.C.S.7 


UCH evidence has accumulated to 
show that metastatic spread of cancer 
of the reetum varies with localization. 

The data obtained from studies of lymphatic 
spread and of pathologic specimens is now 
being confirmed by the statistics of such in- 
vestigators as Babcock,' Wangensteen,? Dix- 
on,* Mandl,’ D’Allaines,® Bergeret and Liv- 
ory,® Nickel’ and others. In 1946, C. W. Mayo’ 
stated: “There should be many and there are 
many surgical procedures for the surgical 
treatment of cancer of the rectum. It is im- 
perative for the surgeon to be familiar with all 
in order that a selection may be individualized 
for the patient.” Such selection can be made 
only with proper knowledge of the mode of 
metastatic spread. For this reason a survey 
of the literature should prove of interest. 


INTRAMURAL SPREAD 


Handley’ in 1910 observed cells stained by 
mucicarmin several inches beyond the site of 
the tumor, but Cole* and Monsarrat and Wil- 
liams'® contested these findings. Mucicarmin 
is a mucus-selective dye not selective to cancer 
cells. In 1911 Fagge'! presented 2 cases in 
which there was some evidence of intramural 
propagation. 

Cole!* cited 1 case of his own, with invasion 
14 inches (35.5 em.) above the tumor. 

Miles'® found no macroscopic evidences of 
invasion of the mucosa in the specimens at the 
Royal Museum of Cancer in London. 

Dukes" offered the same explanation as did 
Cole, stating that mural spread is possible only 
by permeation, this being a late process. On 
the other hand, Cunéo,'® Bastianelli,’® and 
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Simpson and Mayo" found no such evidence 
of intramural spread. 

Recently, in their study of 103 specimens, 
Black and Waugh'® observed that the extent 
of spread was never more than 2 em. from the 
lesion in the intestinal wall. 


VENOUS SPREAD 


The frequency of blood vessel invasion is a 
matter of controversy. Seefeld and Bargen’® 
observed it in 10 per cent of cases; Bacon and 
Rowe?’, in 12.9 per cent; Coller, Kay and Me- 
Intyre?!, in 15 per cent; Dukes and Bussey”, 
in 17 per cent, and Grinnell*’, in 36 per cent. 

Seefeld and Bargen’® stated that in 94 per 
cent of their cases in which the blood ves- 
sels were invaded there was visceral involve- 
ment also and that 80 per cent of the patients 
died of recurrence or metastasis. Lahey**, in a 
series of 1,800 cases, found only 14 per cent of 
five-vear cures among patients with blood ves- 
sel invasion. Grinnell** observed that 90 per 
cent of the patients with visceral metastases 
showed invasion of the vessels. 

Westhues*®, as well as Grinnell** and Brown 
and Warren*®, noted a high incidence of blood 
vessel invasion. Westhues, however, expressed 
the opinion that in most instances there is ob- 
struction of the vessels by thrombosis or cancer 
cell destruction. This statement appears to be 
confirmed by the investigations of Sechmidt** 
and Wood**, 

Brown and Warren* also stated that most 
of the cancer cells that reach the circulation 
fail to survive. 

According to Grinnell**, the caliber of the 
vessels involved is more important than their 
number, invasion of the blood vessels being in 
the immediate neighborhood of the tumor. 

Gilchrist and David*® observed metastases 
close to the lymph nodes. 

Even in this event, surgical intervention is 
of value only when vascular invasion is local- 
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ized. It seems clear, therefore, that lymphatic 
spread is much more extensive than is invasion 
of the blood vessels, and for this reason the 
extent of the operation will be determined by 
the gland-bearing area rather than by vascu- 
lar or intramural extension. 


LYMPHATIC SPREAD 


Data available at present are sufficient to 
permit an outline of the areas of lymphatic 
spread in the rectum. These areas may be sub- 
divided as follows: 

Intramural Areas: The inferior area is the 
anal canal, limited above by the pectinate or 
anorectal line (Quenu*’, Gerota*', Villemin, 
Huard and Montagné**, Semba**, Nesselrod** 
and Herzmann**). The intermediate area is 
the area between the pectinate line and 3 em. 
above this line (Poirier, Cunéo and Dela- 
mére*’), Gerota*’, Villemin, Huard and Mon- 
tagné** and also Oliveira**’ designated the 
middle Houston valve as the upper limit 
(Kohlrauch’s valve). 

The superior area does not possess the same 
sharp delimitation with the sigmoid as does 
the intermediate, but it is a definite area. 

Extramural Areas: The inferior collecting 
trunks go to the inguinal glands, especially to 
the superior and inferior internal groups. The 
middle collecting trunks drain part of the anus 
and the lower portion of the rectum. They pass 
through the lateral ligaments of the rectum, 
following closely the middle hemorrhoidal ves- 
sels. 

Commonly the first important node is the 
one described by Quenu*’, which appears in 
one of Mascagni’s** drawings (1833). 

Poirier, Cunéo and Delamére*®, found the 
Quenu gland and in some eases a relation be- 
tween it and the sacrolateral gland or one over 
the external iliae artery. 

Villemin, Huard and Montagné**, Semba**, 
Looney*® and Oliveira** found that, in addition 
to the hypogastric gland, the lateral and mid- 
dle sacral glands were involved when the dye 
was injected in the middle area. Cunéo and 
Marcille*® described some glands below the 
hypogastric gland. 

Reinhold" observed a connection with De- 
nonvillier’s fascia, reflection of the rectal 
fascia, stressing the importance of its removal. 
We have frequently observed this when inject- 
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lymphatics. 

Contrary to what was stated by Miles**, 
spread through the levators is not common. 
Lateral spread extends along the middle 
hemorrhoidal vessels, i.e., well above the leva- 
tors. In innumerable sections Wood and Wil- 
kie*® were unable to note any evidence of 
metastasis. In 100 eases Dukes'* found only 
1 case of metastasis along the levators. 

In the superior area the lymphatie glands as 
described by Gerota*' are placed along the su- 
perior hemorrhoidal vessels throughout the 
rectum from the upper part of the levator to 
the inferior mesenteric vessels, regardless of 
whether their point of origin is the anus, the 
middle area or the superior area. 


LYMPHATIC METASTATIC SPREAD: 
VARIATIONS AND RELATION TO NORMAL SPREAD 


Metastases by way of the lymphatics as a 
rule follow the same pattern as has been ob- 
served in experimental work. 

Gabriel, Dukes and Bussey** called atten- 
tion to the orderly and predictable course of 
lymphatie spread. “The first glands to receive 
metastases are those situated in the perirectal 
tissues at the same level or immediately above 
the primary growth. The next to be affected 
are the chains of glands accompanying the 
superior hemorrhoidal vessels. As a rule these 
are invaded in sequence from below upwards.” 

The accuracy of this description may be 
demonstrated in drawings presented by those 
who have studied the subject (MeVay**, Wood 
and Wilkie**, Westhues*’, Coller, Kay and Me- 
Intyre*!, Grinnell**, Gilchrist and David?’). 

Gilchrist and David*’ were able to demon- 
strate this experimentally, pointing out that 
there is an orderly spread. The involved node 
prevents further spread until it is completely 
overwhelmed by carcinoma. Further embolic 
spread is through the collateral lymph chan- 
nels, each new node involved tending to make 
a longer channel for a new embolus to travel. 

Gabriel, Dukes and Bussey*! observed only 
1 case in which the spread was not orderly. 
Wood and Wilkie** observed 6 similar cases, 
Grinnell®® 7, and Coller, Kay.and Melntyre?! 
3. 
This is easily explained by the variations of 
the main stems. According to Villemin, Huard 
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and Montagné**, there are short, medium and 
long stems. The short collecting trunks follow 
closely the superior hemorrhoidal vessels. Af- 
ter traversing the Gerota glands they reach a 
group of nodes at the bifureation of the su- 
perior hemorrhoidal arteries. The medium 
trunks, after piercing the rectal wall, pass 
without interruption to the group of glands 
located in the mesosigmoid, immediately below 
the origin of the last sigmoidal artery. The 
long trunks, also, are not interrupted by the 
anorectal glands. They end in the group im- 
mediately below the left colic artery. 

The short collecting trunks are the more 
common. The other two types are met with in 
a few eases only. These findings were con- 
firmed by Oliveira*’. It is possible that more 
than one of the trunks may be involved. The 
importance of this observation is obvious. 
There may be a small lesion with few nodes 
involved close to the region but with one node 
in the inferior mesenteric artery just below 
the left colie artery. 


RETROGRADE SPREAD 


It is assumed that retrograde spread is of 
little importance. Retrograde spread 1 em. 
below the lesion was observed in 1 of 100 
cases by MeVay,** in 1 of 74 cases by West- 
hues,*° in 1 of 53 eases by Coller, Kay and Me- 
Intyre,”! in 1 of 75 eases by Grinnell** and in 2 
of 146 cases at 2 and 6 em. respectively by 
Bacon and Rowe.*’ 

Gilchrist and Davis” observed involvement 
of the nodes below the lesion in 7 cases: in 2 
cases 3.5 to 5 em.; in 2 eases 2.5 to 3.5 em., and 
in 3 eases between 1 and 2.5 em. 

Colp** noted involvement in 1 case at 3 em. 
and in another at 5 em. Glover and Waugh* 
observed involvement in 2 cases between 3 and 
7 em. and in 7 cases between 1 and 3 em. 

It is difficult to appreciate correctly the 
value of these data, because in some of the 
cases reported the phenomena were observed 
also within the intermediate area, i.e., the area 
of lateral spread. It is difficult to determine 
whether the involved gland belongs to the 
superior or the middle pedicle. 

One eonelusion, however, ean be drawn. 
When the eancer is located outside the inter- 
mediate area a conservative operation can be 
performed once the entire rectum is included 
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in the resection. Invasion of the sphincters 
may be considered exceptional. 

In the case of cancer located in the anal 
canal or in the lower 3 em. of the rectum, 
metastases can be found in all three areas, ae- 
cording to the lyvmphatie flow and the patho- 
logie observations. 

When the cancer is located above the limits 
of the intermediate area there is no reason to 
anticipate spread to other areas, unless the 
retrograde spread interecommunicates thereby 
or therewith. 

In this particular field there is the greatest 
lack of evidence. All studies have been made 
on surgical specimens. It is almost impossible 
to determine exactly what occurs beyond the 
resected area. 

The paper presented by Coller, Kay and 
MelIntyre*’ is one of the few in which there is 
correlation between the location of the tumor 
and the mode of spread. These authors were 
unable to demonstrate lateral or downward 
spread when the cancer was located 3 em. 
above the pectinate line. In the cases of lateral 
spread they found involved nodes up to the 
limit of the resection. In these cases little is 
known concerning extension beyond this level. 
This is very important, because, as was in- 
dicated in the discussion of lymphatic spread, 
the hypogastric, lateral and middle sacral 
glands are the main glands of the lateral pedi- 
cles. Not infrequently enlarged nodes are 
found laterally in the lateral pelvic wall after 
resection of the rectum. 


SUMMARY AND CONCLUSIONS 


On the basis of the foregoing remarks, it is 
our opinion that there should be more than one 
procedure for treatment of cancer of the 
rectum. 

1. When the lesion is located 3 em. or more 
above the pectinate line, the sphineter muscu- 
lature can be preserved provided the entire 
rectum and the levators are resected. The 
reason for resection of the entire rectum is 
the risk of retrograde spread. D’Allaines,* in 
resecting 3 em. below the lesion, had 2 recur- 
rences in the distal bowel in a series of 100 
eases. Denis** had 3 similar cases. Removal of 
the levators is essential, since some of the 
anorectal glands involved may be found above 
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the levators and in such close proximity to 
them that they can be removed only by. the re- 
section of the muscle. In addition, removal of 
the levators is the only means to extirpate 
thoroughly the lateral ligaments, which repre- 
sent the main pathway of lateral spread. 

The operation that can fulfill these aims is 
the one described by Babcock and modified by 
one of us. It is as radical as the Miles operation 
when the cancer is above the intermediate 
area of spread. 

A similar operation was described by Ri- 
card*® and Roux*’ for treatment of cancer of 
the rectum. Other modifications have been re- 
ported by Swenson*! and Blake.*” 

Operations with preservation of a segment 
of the rectum reported in the past are shown 
to be insufficiently radical. Lately they were 
revived by Wangensteen,*’ Dixon,’ D’Al- 
laines® and others, with good results. From 
the last reports of Wangensteen®* and Dixon® 
it is apparent that they had to limit the indica- 
tions, using them only when the lesion is very 
high in the rectum, i.e., in a strictly limited 
area where there is no possibility of lateral 
spread, when at least 5 em. of the rectum is 
resected below the lesion. 

2. There is no doubt that the Miles pro- 
cedure is the operation of choice for low-lying 
tumors when there are possibilities of down- 
ward spread, because by this procedure not 
only the nodes located high along the superior 
hemorrhoidal vessels but also those in the 
perianal fat are resected. 

3. As the lateral gland-bearing area is not 
resected widely enough with the Miles opera- 
tion, a complementary lateral dissection may 
prove useful, the dissection being made later- 
ally from the external iliac vessels to excise 
the iliae and hypogastric glands. The lateral 
and middle saeral glands can be dissected out 
during liberation of the posterior aspect of 
the rectum. 


SOM MATRE 


C’est notre opinion qu’il devrait y avoir plus 
d’une procédés pour le traitement du cancer 
du rectum. 

1)—Quand la lésion est situeé 4 3 Cm. ou 
plus au-dessus de la ligne pectinée, la mus- 
culature du sphincter peut étre conserveé si le 
rectum en entier et les élévateurs sont réséqués. 
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On reseque le rectum en entier pour prévenir 
la possibilité de l’extension rétrograde. D’Al- 
laines dans une série de 100 cas avee une ré- 
section de 3Cm. en dessous de la lésion, eut 
deux récidives dans |’intestin distal. Denis eut 
3 cas semblables. L’ablation des élévateurs est 
essentielle en raison de la présence des glandes 
anorectales au-dessus de évateur le’ peuvent 
étre siege de métastase, ces glandes sont si 
proches des levateurs qu’elles ne peuvent étre 
enleveés qu’en réséquant ces muscles. En plus, 
Vablation des élévateurs est le seul moyen 
(extirper completement les ligaments latér- 
aux qui représentent la voie principale d’ex- 
tension latérale. 

L’opération qui peut remplir ces buts est 
celle décrite par Babcock et modifiée par un de 
nous. Elle est aussi radicale que l’opération de 
Mills quand le cancer est au-dessus de la région 
intermédiaire. 

Une opération semblable fut décrite par 
Ricard et Roux dans le traitement du cancer 
du rectum. D’autres modifications ont été 
rapportées par Swensen et Blake. 

Les opérations avec conservation du segment 
du rectum, rapporteés dans le passé, sont in- 
suffisamment radicales. Récemment, elles ont 
été reprises par Wangensteen, Dixon, D’Al- 
laines et d’autres avee de bons résultats. D’- 
apres les derniers rapports de Wangensteen et 
Dixon, il est apparent qu’ils furent obligés 
d’en limite les indications et de n’employer ce 
procédé que lorsque la lésion est située trés 
haute dans le rectum, e’est-A dire dans une 
région strictement limitée ou il n’y a pas de 
possibilité d’extension latérale, Ou il y a au 
moins 5Cm. du rectum réséqué au-dessous de 
la lésion. 

2)—II est incontestable que le procédé de 
Melis est l’opération de choix quand il y a 
possibilité d’extension par en bas parce que 
procédé permet d’enlever non seulement les 
ganglions situés le long des vaisseaux hémorr- 
oidaux supérieurs, mais aussi ceux situés dans 
le tissu adipeux périanal. 

3)—Quand la région latérale renfermant 
les ganglions n’est pas réséqueé suffisamment 
par l’opération de Mills, une dissection latérale 
complémentaire, peut étre utile. Cette dissec- 
tion est faite sur, le ecoté des vaisseaux illia- 
ques externes pour permettre l’excision des 
ganglions illiaques et hypogastriques. Les 


ganglions de la région sacrée et médiane peu- 
vent étre enlevés durant la libération de la 
portion postérieur du rectum. 


RIASSUNTO 


Ritiene che il cancro del retto richieda pit 
di una sola teenica operativa. 

1-Quando il tumore risiede almeno 3 em. al 
disopra della linea pettinata, lo sfintere pud 
essere risparmiato, purcheé il retto ed i muscoli 
elevatori siano totalmente escisi. I] retto va 
completamente rimosso per il pericolo di una 
diffusione retrograda del tumore. Sopra un 
totale di 100 casi, nei quali ha reciso il retto 3 
em. al disotto del tumore, d’allaines ha lamen- 
tato infatti due recidive nella parte distale 
dell’intestino, mentre Denis ha riscontrato 3 
casi del genere. 

L’escisione dei muscoli elevatori trova invece 
la sua ragione nel fatto che alcune delle 
¢hiandole ano-rettali possibilmente invase dal 
tumore sono in ecosi intimo contatto con i fasci 
muscolari, da richiedere la loro rimozione. 
Oltre a cid, Vasportazione degli elevatori e’ 
necessaria per un’escisione completa, accurata, 
dei legamenti Jaterali i quali rappresentano 
Ja principale via di diffusione del tumore ai 
lati del retto. 

L’operazione di Babeock, modificata da 
Bacon, risponde perfettamente a questi re- 
quisiti anatomo-patologici; e’ un’operazione 
non meno radicale di quella di Niles, che si 
presta invece preferibilmente per i carcinomi 
situati al disopra dell’area intermedia. Un- 
operazione consimile e’ stata descritta da Ri- 
card e Roux: altre modificazioni sono state 
apportate da Swenson e Blake. 

La conservazione di una parte del retto, 
ritenuta nel passato non abbastanza radicale, 
e’ stata riesumata da Wangensteen, Dixon, 
D’Allaines e da altri, ma subordinatamente a 
certi requisiti. I] tumore oleve essere situato 
in una porzione molto alta del retto: in un’ 
area nettamente limitata, nella quale non vi 
siano possibilita di diffusioni laterali: quando 
il retto pud essere reciso 5 em. al disotto del 
tumore. 

2-L’A. ritiene che l’operazione di Niles rap- 
presenti il metodo di elezione qualora esista la 
possibilita’ di una diffusione dall’alto in basso : 
con questi operazione vengono infatti as- 
portate non solo-le ghiandole linfatiche situate 
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lungo i vasi emorroidari superiori, ma anche 
quelle distribuite nel grasso perineale. 

3-L’operazione di Niles va pero’ estesa, onde 
rimuovere piu’ completamente la zona situata 
lateralmente al retto, che e’ la piu’ ricea di 
ghiandole. Una _ dissezione complementare, 
estesa lateralmente dai vasi iliaci esterni, con- 
sente l’asportazione delle ghiandole iliache ed 
ipogastriche. Le ghiandole sacrali vengono 
escise durante la liberazione della faccia pos- 
teriore del retto. 
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Connective Tissue and Its Derivatives 


Surgical Significance in the Light of Embryogeny 
TAUNO KALIMA, 


derm, the mesoderm and the entoderm, 

plays a specific, important part in em- 
bryogeny. Each germ layer develops in a given 
direction, and specific organs and systems of 
organs are formed from each. For the pur- 
poses of the present paper a brief review of 
this process of development may be pertinent. 
I shall deal mainly with the mesoderm-mes- 
enchyme-mesoblast, all of which are designa- 
tions applied in specific connections to the 
mesodermal germ Jayer and its derivatives. 
The significance and development of the ecto- 
derm and the entoderm may be limited here 
to a few brief references. 

1. The ectoderm gives rise to the skin and to 
certain organs and systems of organs impor- 
tant from the surgical point of view, such as 
the mammary glands, the central nervous sys- 
tem, and the peripheral, sympathetic and 
parasympathetic nervous systems. 

It may be said that the ectoderm is the mat- 
rix of the noblest organ of the human body, 
the brain. The sympathetic and parasympa- 
thetic nervous systems have become important 
objects of study in science and practical sur- 
gery within the last two decades. As a result of 
the investigations of Leriche and his school, 
surgery of the sympathetic system has become 
highly topical. This is true especially in alle- 
viation of blood circulatory disorders arising 
from certain arterial diseases—particularly 
thromboangitis obliterans (Buerger’s disease) 
—and in the remedying of painful conditions 
resulting from such disorders. 

2. The entoblast gives rise to the mucous 
membranes of the entire alimentary canal 
(with the exception of those of the buceal 
cavity and the anus) and to the epithelial 
parenchyma of the large intra-abdominal 
glands, the liver, the spleen and the pancreas. 
The branchial furrows and arches and the or- 


Fae of the three germ layers, the ecto- 
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gans developing from these—the salivary, thy- 
roid and parathyroid glands, the thymus, and 
the tonsils—are of entoblastie pharyngeal ori- 
gin. At an early stage of fetal development 
these organs separate from their origin. Or- 
ganic connection with the matrix tissue, the 
primordial pharynx, is retained in exceptional 
cases only, as is well known from practical 
surgery. 

The alimentary canal, a highly complicated 
symbiosis of the entoblast and the mesoblast, 
need not be dealt with at greater length in the 
present connection. 

3. The mesoblast gives rise to bone, earti- 
lage and muscle (both smooth and striped) ; 
to the articulations and all their components; 
to the ligaments, tendons and aponeuroses ; to 
the heart, the blood vessels and their corpus- 
cular elements; to the endothelial linings of 
the large body cavities, the mesentery, adipose 
tissue, omentum, pia mater, dura mater and 
interstitial tissue of the brain—the glia or 
fibroglia, as it also is fittingly called. The meso- 
derm is a very important—for many reasons 
the most important—germ layer. In this con- 
nection mention is made only of the fact that 
the development of the macro- and micro- 
anatomic structure and internal architecture 
of the various organs is dependent upon and 
supported by the mesoderm. It forms the sup- 
port for all tissues in a mechanies functional 
sense, and its “good will’—in the form of nor- 
mal blood cireulation—deserves the gratitude 
of the entire organism, whose existence it 
really maintains. 

It may be mentioned here that the eapil- 
laries and precapillaries are situated through- 
out the supporting tissue and that metabolism 
—the transfer of nutrition to the surrounding 
tissue fluid and the absorption of waste into 
the venous blood—takes place through their 
walls. There are no blood vessels in the epi- 
thelial tissue. 

It has been mentioned in connection with 
the ectoderm that this germ layer gives rise to 
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the brain. The mesoblast, however, may with 
good reason, and in my opinion with full 
justice, claim for itself the most important 
and the foremost position as the germ layer 
that gives rise to the organs of greatest conse- 
quence for the vast human race. The genital 
organs are of mesodermal origin. The first- 
rank importance of the brain is of course not 
to be under-estimated, but the brain is biology’s 
gift to the individual. Without the genital 
glands there would exist no higher living 
organisms. 

Two vast, boundless extremes can be here 
placed in contra-position. They open an in- 
finitely broad vista, even if we limit ourselves 
to the consideration of that living being which 
has reached the highest development, man, 
and omit the lower animals from the apes 
downward. 

On the one hand we have the male and fe- 
male gametes, the union of which in fertiliza- 
tion is the starting point for the development 
of a new individual. We can proceed still 
farther in seeking the “infinitely minute,” for 
actually we have here the question of certain 
extremely small particles of the nuclei of the 
gametes, the chromosomes, which determine 
not only the somatie structure and develop- 
ment but the psychic nature of the future in- 
dividual. All the somatic and psychic character- 
isties of the individual lie potential in the 
chromosomes. 

The antithesis of this infinitely minute 
factor is the vast human species, with its 
hundreds of millions of individuals. This con- 
trast is indeed stupendous. The picture be- 
comes still more overwhelming when we re- 
member that the example selected here, homo 
sapiens, is only a small fragment in the im- 
mense process that takes place every moment 
in the field of biology. And, according to bio- 
chemistry, the nucleic acid in the chromosomes 
probably is responsible for everything con- 
nected with the origin and development of an 
individual ! 

The development of the fetus is incredibly 
rapid. All the germ layers and their deriva- 
tives differentiate at a very rapid rate, and 
within nine months a fertilized human egg 
cell has developed into a viable young human 
being. Since congenital malformations are ex- 
tremely rare, the development of each germ 
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layer in its own specific direction is admirably 
regular. Cell growth is so rapid that it has 
been compared, reasonably enough, to the un- 
restrained growth of a malignant tumor. Em- 
bryogeny, however, is a physiologic process. 
The development of the newborn child is less 
rapid. 

When connective and supporting tissues 
are referred to, there spontaneously come to 
the mind of a surgeon the bones, tendons, liga- 
ments, aponeuroses, muscles and adipose tis- 
sue, which are employed in surgery for almost 
countless purposes in plastic operations, ortho- 
pedie procedures and free tissue transplanta- 
tions. 

This one-sided contact of practical surgery 
with the derivatives of the mesoderm is 
probably due to the fact that we do not happen 
to think of, or have for the moment forgotten, 
the embryogenic fact that the mesoblastic tis- 
sue develops—perhaps through the action of 
humoral chemism—in two directions, one of 
which is quantitatively the smaller but is no 
less important for that. On the contrary this 
germ layer forms the entire urogenital system, 
with all the related epithelial organs: the kid- 
neys, bladder, prostate gland, ovaries, testes, 
epididymis, ete. 

The parenchyma of the adrenal glands is 
derived from two germ layers. One of these 
is the mesoderm, while the ectoblast, or more 
specifically the neurectoblast, gives rise to 
the medullae of the glands. The biologie, physi- 
ologie and pathophysical action of the medul- 
lary hormone is directed upon the sympathetic 
nervous system. The hormone of the meso- 
blastogenie adrenai cortex is believed to be the 
cause of Addison’s disease, and it is also re- 
garded as playing a part in the etiology of 
hypertonia. 

When we further mention that the reticulo- 
endothelial and the cardiovascular systems aré 


- of mesodermal origin, it is obvious without 


further proof that the mesoderm fulfills a 
very important and diversified function. It 
may be mentioned also that, with respect to 
the tissue structure, the capillaries and pre- 
capillaries are everywhere connected with the 
finest and thinnest mesodermal tissues. 

The ectoderm and the entoderm, with their 
derivatives, represent a kind of static condi- 
tion, whereas the mesoderm offers a fitting ex- 
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ample of tissue dynamics. It is this quality 
that accounts for the great biologie significance 
of the mesodermal germ layer. 

There is a striking contrast in the existence 
and volume of blood circulation in some deri- 
vatives of the mesoblast itself. There are no 
blood vessels in the ligaments, tendons and 
aponeuroses, yet the muscles, the adipose tis- 
sue and particularly the parenchymatous or- 
gans of mesenchymal origin obtain their 
nourishment by means of the blood cireula- 
tion. How and from what source is nourish- 
ment conveyed to those mesenchymal deriva- 
tives which are not provided with blood 
vessels ? 

These fascial tissues are sustained by the sur- 
rounding interstitial tissue fluid. They are 
formed of connective tissue fiber in an elastic 
network, which—even if we do not take bone 
into aceount—ensures their firmness and 
strength. Although they seem to be defi- 
ciently nourished, these tissues are success- 
fully used by surgeons in plastic operations of 
various kinds and even for auto-transplanta- 
tion, whereas the “tissues of higher order” are 
suitable for these purposes in exceptional cases 
only. If the latter are used for pedicle grafts, 
care must be taken that the strip of fat, muscle 
or other tissue can receive its nourishment 
through the pedicle ; otherwise, aseptic necrosis 
will develop in the transplant, or the same 
transplant will soon be converted into 
connective tissue that fully resembles mal- 
formed cicatricial tissue (cicatrix vitiosa). 
Fat tissue can be employed under certain con- 
ditions, even for free transplants, without 
conversion into connective tissue. The condi- 
tion for suecess is that the transplant is not 
subjected to pressure or tension in its new 
environment. It has been experimentally dem- 
onstrated for example, that fat tissue can be 
used successfully as a substitute for cicatrized 
dural tissue. The surgical treatment of post- 
traumatic epilepsy consists actually of count- 
eraction in. cicatrix formation. Excision of 
the sear from the dura mater will invariably 


‘produce a new sear, which at first consists of 


granulation tissue but progressively contracts 
into cicatricial tissue, thus once more provid- 
ing the anatomie circumstances for continua- 
tion of the epileptic condition. Lexer has 
demonstrated by animal experimentation that 
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the formation of a new contracting cicatrix is 
averted if the tissue defect produced by ex- 
cision of the sear is filled by an autotransplant 
of adipose tissue. The latter then almost com- 
pletely fulfills its original tissue structure in 
the new environment. I can refer to two cases 
in my own experience, in which fat tissue was 
very successfully used as filler for dural tissue 
in the brain. 

The reliability of these findings is also 
proved by the changes observed in mobiliza- 
tion of the knee joint after the use of fat grafts 
to cover new articular surfaces. In those parts 
of the articular surfaces of the nearthrosis 
which have been in mutual contact and sub- 
ject to pressure, particularly static pressure 
and friction, the transplant undergoes con- 
version into cartilaginous connective tissue. In 
the periphery of the articular surfaces, on the 
other hand, where no direct friction or pres- 
sure has been present, the transplant retains 
its original structure fairly well. 

Surgical pathology offers numerous ex- 
amples of the conversion of bone, periosteum, 
muscle and fascia into cartilaginous con- 
nective tissue. This is most frequently seen in 
the articular surfaces of a pseudarthrosis. It 
is generally conceded that a possible cause of 
pseudarthrosis, (in addition to certain con- 
stitutional diseased conditions) is interposition 
of the surrounding tissues between the frag- 
ments at the time of fracture. Under such cir- 
cumstances the fracture will not heal even 
by strong periosteal reaction, and the inter- 
vening tissues are gradually changed into 
cartilaginous connective tissue. The articular 
surfaces of the pseudarthrosis and the near- 
throsis are not true cartilage. Reference is 
made in this connection to the studies by Pary 
and myself. 

In congenital dislocations of the hip—at 
least in those of many years’ standing—a new 
articular socket with a surface of cartilaginous 
connective tissue is formed at the site of the 


‘dislocation. In a case of arthrosis coxae, I 


have recently seen a roentgenogram that ex- 
emplified a typical nearthrosis between the 
lesser trochanter and the outer surface of the 
ischium, in a location where those bone sur- 
faces had been subject to prolonged contact and 
friction due to severe contraction of the ad- 
ductor muscle. Periosteal bone regeneration is 
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frequently seen in cases of arthrosis deformans 

coxae. Owing to contraction of the adductor, 
the head of the femur tends to slip outward 
into a subluxar position. The eaves-like process 
mentioned above prevents subluxation, but at 
the same time it almost completely prevents 
abduction of the thigh. Lexer probably used 
this projection as a model in grafting an eaves- 
like transplant of bone to prevent the subluxa- 
tion from becoming a pathologie luxation. 

In eases of operative nearthrosis, histologic 
examination of the inner surface of the capsule 
formed from the new tissue offers some inter- 
esting observations. This inner surface con- 
sists of a new synovial membrane, which 
histologically does not differ in any respect 
from the normal synovial membrane. The 
metamorphosis is naturally the result of mech- 
anical and functional irritation. 

From what source do the tendons derive 
their nourishment, since they have no blood 
vessels? The long tendons of the digits, both 
fingers and toes, have their own tendon 
sheaths, and the sheath cavities contain a 
small amount of viscid, transparent fluid. 
There can be no doubt that the tendons are 
nourished by the synovial fluid. This probably 
explains the fact that, when in tendon lesions 
the tendon sheath must be surgically opened, 
the result leaves much to be desired. In cases 
of acute tendovaginitis the outcome of in- 
cision of the sheaths is fatal to the tendons, 
owing to the development of necrosis and 
sequestra in the exposed parts. Intravaginal 
penicillin therapy probably opens new pros- 
pects for the cure of tendovaginitis ad inte- 
grum, for this condition is usually produced 
by streptococci, which are highly susceptible 
to penicillin. The condition for success is, of 
course, that the tendon sheath is not incised 
but merely denuded, without injury to the 
tissues, to a degree that permits removal of 
the pus from the sheath cavity by suction and 
injection of the penicillin solution. Injury is 
thus avoided to the endothelium of the tendon 
sheath, by means of which the tendon ap- 
parently is nourished. 

The regenerative power of cartilage is gen- 
erally held to be poor. This quality is active 
only in epiphyseal dises in early life. Simul- 
taneously with an increase in the epiphyseal tis- 
sue, salts of calcium and phosphorus are depos- 
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ited in the interstitial tissue, which prior to this 

has lost its homogenie structure and become 
changed into collagenous fibers. Enchondromas 
and ecchondromas are also examples of the 
proliferation of cartilaginous tissue, although 
the ossification of these chondromas is almost 
complete at a comparatively early stage. 

What are the observations made in con- 
nection with joint mice, whether these are of 
post-traumatic origin or a result of osteo- 
chondritis dissecans? These loose pieces main- 
tain their viability in the articular cavity ; in 
other words, they take their nourishment from 
the synovial fluid. The bare bone surface of 
the joint mouse is soon covered with a layer 
of cartilage. Its bony core is clearly seen in 
the roentgenogram, although it appears 
smaller than its original size. It is not 
definitely known whether this regeneration of 
the cartilage takes place by apposition from 
the edges of the cartilaginous layer or by 
cartilaginous metamorphosis of the bone, but 
it must be admitted that the capacity of 
cartilage for proliferation is, on the whole, 
poor. Cartilage cannot be employed in auto- 
transplantation. A wound or a traumatic de- 
fect in the cartilaginous tissue usually heals 
by means of a connective tissue cicatrix. 

Two collateral phenomena occur in bone 
transplantations: resorptive decalcification 
through osteoclasis and formation of osteo- 
blastic tissue (substance préosseuse ; Leriche- 
Policard). This preosteal tissue calcifies, and 
the complete substitution process which is the 
object of the transplantation takes place. The 
transplant thus becomes entirely new tissue. 

I revert once more to the subject of carti- 
laginous tissue in order to deal with its com- 
plete destruction in certain forms of arthrosis 
and spondylarthrosis deformans. The basic 
causes of these diseases are probably hormonal 
disorders, which lead to the inability of the 
cartilaginous tissue to withstand static and 
functional strain. It starts to “wear out” 
gradually, resulting in progressive aseptic 
destruction of the spongy bone below the 
cartilaginous layer. Eburnation, the condens- 
ing of this subchondral bone layer, is unabie 
to retain the normal architectonic structure 
of the bone. The form of the spongy bone at 
the articular end is changed, and the condyles 
are compressed and increase in diameter. At 
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the same time the cartilaginous layer is com- 
pletely worn off. These changes are familiar 
to all surgeons interested in surgery of the 
bones and joints. 

Foci of softening, in the form of fatty de- 
generation, are often seen in the spongy bone 
at the articular end. It is my experience that 
mobilization of the joint will not be under 
these conditions. I have been unable to note 
any signs of bone regeneration in the form of 
new spongy bone in such degenerative foci. 
The action of the deforming process continues, 
and bone of such subnormal quality cannot 
stand the static strain. The changes mentioned 
have been observed by me mainly in con- 
nection with arthroses of the knee joint. In 
arthroses of the hip joint, on the other 
hand, the active eburnation of the head of 
the femur and the articular socket is a rela- 
tively common process. In conjunction with 
certain other processes this probably accounts 
for the considerably better permanent results 
obtained in arthroplasty of the hip joint as 
compared with that of the knee joint. A fact 
also to be noted is that, in cases of arthrosis 
deformans, proliferation of bone cartilage is 
invariably seen in the marginal parts of the 
joint, that is, in parts not subject to direct 
static or functional strain. These fringes, 
“Randwiilste,” which invariably accompany 
arthrosis deformans, are clearly visible in the 
roentgenogram. 

Arthrosis deformans may develop in the 
preclimactie period, but so far it is not defi- 
nitely known whether it occurs at that time as 
a result of dysfunction of the genital gland- 
ular hormones. The cause of the systemic 
diseases connected with certain forms of 
arthrosis deformans oceurring in childhood 
has not yet been determined. 

It is interesting to note that at least in the 
more common forms of arthrosis deformans, 
deficient or misdirected function of the epithe- 
lial organs of the mesoblast—the genital 
glands—will lead to incurable tissue diseases 
in tissues that also are of mesenchymal origin. 
Excellent evidence of the dynamic qualities 
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of the mesoderm are provided by the numerous 
ovariogenic and testogenic hormones isolated 
in recent years. These have great therapeutic 
significance. 


SUMMARY 


The surgical significance of connective tis- 
sue and its derivatives is examined from the 
embryogenie point of view. The embryologic 
course of development of ectoderm, mesoderm 
and endoderm is traced as a basis for discus- 
sion, after which the permanent influences 
and effects of these embryonic elements upon 
the human organism in health and disease are 
explained. Particular attention is paid to the 
surgical implications, especially as regards 
plastic operations, autotransplants and the 
surgical treatment of articular disease. 


SOM MAIRE 


L’importance chirurgicale du tissu conjone- 
tif et de ses dérivés est étudiée du point de 
vue embryogénique. L’auteur deecrit le dével- 
oppement pour base de discussion, de l’ecto- 
derme, du mésoderme, et de l’endoderme et ex- 
plique leurs influences permanentes sur |’or- 
ganisme humain en comme santé et malade. II 
etudie particuliciement, |’importance chirurgi- 
eale de ces données surtout en ce qui coneerne 
les opérations plastiques, l’auto-transplanta- 
tion et le traitement chirurgical des maladies 
articulaires. 


RIASSUNTO 


Esamina dal punto di vista embriologico il 
significato che assume—di fronte ai problemi 
chirurgici—il tessuto connettivale ed i suoi de- 
rivati. Ricollega quest’esame alle diverse fasi 
di sviluppo dell’ectoderme, del mesoderma e 
dell’endoderma, cercando di spiegare l’influen- 
za spiegata da questi elementi embrionali sopra 
Vorganismo umano in condizioni normali e 
patologiche. Particolarmente importanti sono 
gli effetti sopra i risultati di talune operazioni : 
quelle piu’ direttamente interessate sono le 
operazioni plastiche, le operazioni sopra le 
malattie articolari, gli autotrapianti. 
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tablished as an important adjunct to the 
profession. It is the purpose of this 
paper to present modern endoscopic equip- 
vent capable of accurate photographie repro- 
Juetion in natural color and to show the value 
of these photographs after they are taken. 
\lthough originally used in cystoscopic pro- 
-edures, this equipment is so versatile that it 
inay be applied not only to the cystoscope but 
‘0 many types of prismatie endoscopic equip- 
inent used routinely in surgical practice today. 
It is believed that the photographs produced 
are of inestimable value as visual records, not 
only to the physician himself but to the pa- 
tient as well. 

Visualization of the different canals and 
cavities of the human body has been attempted 
or done since the dawn of medical practice. 
The instruments of early times were crude 
and permitted only inadequate visualization. 
It was not until Max Nitze introduced the 
prismatic eystoscope that visualization of the 
urinary bladder was possible. As early as 1894 
Nitze attempted to photograph the interior of 
the bladder. The photographs he produced 
were not clear, and the image was distorted. 
The instrument was cumbersome in design, 
and, as the photographie detail was not per- 
fect, the equipment was quickly abandoned. 
Since that time numerous instruments for 
cystoscopie photography have been conceived 
and advanced by as many investigators. Some 
of them have been fairly successful, but the 
exposed films were lacking in perspective, 
photographie detail and photographie quality. 
The results of many other attempts at endo- 
scopic photography have never been published, 
because of lack of detail or distortion of the 
image. It is surprising to learn of the number 
of investigators who have envisioned the value 
of the endoscopic photograph and who, for one 
reason or another, became disgusted with their 
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investigation, admitted failure, and unfortun- 
ately discarded their unfinished work. 

I reported the results of an original experi- 
mental study in 1940. On an untried photo- 
graphic principle the cystoscopic lens was used 
like the lens of an ordinary camera, and photo- 
graphs of excellent quality and detail were 
produced. This work was done with standard 
eystoscopic equipment and with orthochro- 
matic film, producing a black and white 
photograph. The photographic detail was 
good, but one great factor was lacking, namely, 
color. Further experimental study was under- 
taken to produce intravesical photographs in 
natural color. The greatest problem then was 
to procure a low voltage lamp that would pro- 
duce sufficient light to make photographs in 
natural color. This was accomplished, and 
photographs in natural color were made. This 
work was reported in December 1943. 

Experimental work continued until the 
equipment was perfected. The camera, al- 
though originally designed for ecystoscopic 
photography, has now been so constructed that 
it may be applied to any field of endoscopic 
photography in which prismatic equipment is 
or may be used. With standard Kodachrome 
A, 35 mm. film photographie images 16 mm. in 
diameter are readily produced. It is a much 
simpler procedure to produce photographic 
images in black and white, owing to the rela- 
tive speed of the film used, but the value of 
black and white photographs as compared 
with color photographs is not great. 

There are several highly important factors, 
and unless cognizance is taken of these, natural 
color endoscopic photography will result in 
failure. The most important of these factors is 
light. The light must be true white and bril- 
liant to such an intensity as will expose the 
color film properly. Color film is known to be 
a great deal slower than black and white film. 
The second factor is use of the proper distend- 
ing medium. However, in those cavities of the 
body in which air may be used, this second 
factor need not be considered. Intravesical 
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photographs, of course, must be taken through 
a fluid medium; and, although all fluids de- 
flect light rays, it has been found that sterile 
distilled water causes less deflection than does 
any other fluid. The distending medium must 
be sparkling clear. The presence of pus, blood 
or cellular debris, so frequently observed in 
vesical pathologic conditions, will cause de- 
flection of the light rays and produce a hazy 
outline on the negative. Therefore, prelimi- 
nary irrigation of the bladder is imperative. 


The McCrea endoscopic camera. There are two lens 

systems, a right angle and a foroblique. A bayonet lock 

is used, and the lenses are readily interchangeable. 

(Acknowledgement is made to Mr. Frederick Wallace, 

president, American Cystoscope Makers, and his staff 

for assistance in design and perfecting of this instru- 
ment. ) 


The actual exposure—the mechanical technic 
of taking a color photograph with this equip- 
ment—is neither intricate nor difficult, regard- 
less of the type of photography that is to be 
done. Anyone capable of doing routine eysto- 
scopic procedures or other prismatic instru- 
mentation is capable of endoscopic photo- 
graphy. Briefly, the technic is as follows: The 
endoscope telescope is introduced. The camera 
is attached by the bayonet lock to the lens sys- 
tem. The light and water connections are 
made. The taking of the photograph is then 
an automatic procedure. The light is turned 
on; the eavity is permitted to fill, and observa- 
tion of the viseus is made in the view finder. 
The area to be photographed is selected. The 
camera, being of fixed focus, requires no ad- 
justment, and the exposure is made merely by 
operation of the trigger arrangement. The 
photograph, when successful, has inestimable 
value. The gradation in color of the vesical 
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mucosa is of vital importance in the interpre- 
tation of many lesions. To be able to reproduce 
not only the physical outline of a lesion but its 
actual color values and gradations is of value 
for records, teaching, or textbook illustration, 
as well as for clinical use. 

The ability to depict photographically a 
given lesion of the bladder or other organ as 
it regresses or progresses is invaluable for re- 
cording purposes, both to the physician and 
to the patient. This has been demonstrated on 
several occasions. One lesion in particular, a 
carcinoma of the bladder, was followed for 
sixteen weeks during treatment. The photo- 
graphs were taken every two weeks. The lesion 
began as a large papillary tumor. The changes 
were recorded photographically as the entire 
tumor was destroyed and normal mucosa be- 
came visible. 

Such photographs, used either in the teach- 
ing of students or as textbook illustrations, 
present facts and factors beyond the scope of 
words or the most skillful drawing. To visual- 
ize and to learn the fundamental nature of 
either the normal or the pathologie vicus is the 
basis of good medical practice and also of 
sound teaching, whether the students are un- 
dergraduates or advanced. 

The application of endoscopic photography 
to fields of practice other than urology is also 
noteworthy. The versatility of the camera just 
presented is its ready adaptability to pris- 
matie equipment in fields other than cysto- 
scopy. Actual photographs taken through the 
proctoscope, the laryngoscope, the peritoneo- 
scope or any other prismatic endoscopic in- 
strument will do much to revolutionize medical 
instruction. The adaptation and use of such 
equipment will do much to promote under- 
standing of the behavior of many pathological 
processes. 


SUMMARY 


The author stresses the high importance of 
eystoscopic photography in diagnosis, recounts 
the difficulties hitherto encountered by experi- 
menters, and describes an endoscopic camera 
he has devised. By means of this instrument 
he has been able to obtain excellent results 
with intravesical photographs taken in full 
natural color by an automatic process. 
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Treatment of Large and Recurrent Postoperative 
Inguinal Hernia 


LEIGH F. WATSON, MLD., F.LCS. 
LOS ANGELES 


ANY surgeons are under the impres- 
M sion that the operative treatment of 
hernia is a recent development. On the 
contrary, hernia operations have been per- 
‘ormed on a large scale during several epochs. 
For centuries, persons afflicted with hernia 
were objects of scorn and contempt; when a 
iernia became strangulated and _ palliative 
measures failed, it was left undisturbed, and 
the patient allowed to perish. It was not until 
the beginning of the sixteenth century that 
strangulation was treated by division of the 
tissues. Surgeons, encouraged by successes ob- 
tained with the scalpel, began treating re- 
ducible and complicated hernia by sanguinary 
methods that caused a high mortality. 

Even now the treatment of hernia is a con- 
troversial subject. It is likely to remain un- 
settled as long as the statistical recurrence rate 
varies from zero to 30 per cent. Unfortun- 
ately, there are patients with deficient muscles 
and fascia, and there are many other handi- 
caps to tax the surgeon’s skill and try his 
patience. Bull, in 1889, stated that recurrent 
hernias are unmanageable and the despair of 
the surgeon. Hutchins of Johns Hopkins, in 
1947, remarked that we still have with us the 
patient with recurrent hernia who goes from 
one clinic to another for operation after oper- 
ation until whatever tissue tone existed origin- 
ally is dissipated. 

A casual survey of the literature quickly 
discloses good, fair and poor results of the 
same operation by different surgeons. Those 
who secure excellent results with silk and cot- 
ton sutures are unfortunate with fascia. On 
the other hand, those experienced and skillful 
with catgut and fascia encounter a higher re- 
currence rate when they venture to use silk or 
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cotton. Fine steel wire is gaining in popular- 
ity but requires special skill and a meticulous 
technic. 

Experienced surgeons have few recurrences, 
but this does not hold good for physicians 
without special training in the surgical treat- 
ment of hernia. As DaCosta remarked, ‘Most 
surgeons belittle recurrences.” However, the 
longer one observes his patients after difficult 
hernia operations, the lower the percentage of 
cures. One by one, with the passing years, 
they slip from the “cured” group. Most of 
those who come to me with recurrent hernia 
state that the surgeon who performed the re- 
pair does not know of the relapse; therefore, 
that surgeon’s record carries misleading data 
as to the number cured. 

E. M. Stanton stated that among patients 
operated on by experienced surgeons indirect 
recurrent hernias are observable at a rate of 
5 per cent the first vear and 1 per cent addi- 
tional recurrence each year thereafter. Direct 
hernias traced over a five-year period showed 
a recurrence rate of 25 per cent. 

The most frequent causes of recurrence are : 
failure to remove all of the sac; faulty meth- 
ods of closure; inguinal lipomas; double, sad- 
dlebag or pantaloon sacs; postoperative rest ; 
poorly developed musculature ; obesity ; faulty 
blood supply; division of the nerves; suture 
material ; poor general health ; bilateral hernia 
operations; asthma; postoperative complica- 
tions; intra-abdominal pressure, and wound 
infection. 

Recurrent Indirect Hernia: Although most 
recurrent hernias are direct, many are indi- 
rect, especially if the first operation failed to 
remove all of the sae and the closure of the 
wound was faulty. 

Percentage of Recurrence: In a series of 
2,250 patients with inguinal hernia in my 
service during the last five years, there were 
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286 with recurrences following operations 
elsewhere. The case records show that in 
approximately 25 per cent of these the her- 
nia developed immediately after operation ; 
in 28 per cent, within the first six months; in 
another 15 per cent, in one to six months; in 
30 per cent, at intervals varying from six 
months to five years after operation; in 15 
per cent, after five to ten years; in 10 per cent, 
after ten to twenty years, and in 5 per cent, 
in twenty to thirty years. Fallis, studying a 
large series of recurrent hernias, observed 
that recurrence was common five to fifteen 
years after operation. He stated that few 
elinies follow their patients for more than five 
years after operation. 

Percentage of Recurrence of Direct Hernia: 
The percentage of recurrence for direct hernia 
operations is 10 to 20 per cent in the hands of 
the most experienced surgeons. Many report 
it as falling between 25 and 50 per cent. 

Point of Recurrence After Bassini Opera- 
tion for Indirect Hernia: Indirect inguinal 
hernia most frequently recurs through the 
opening left for the cord ; occasionally it comes 
through the deep suture line just above the 
pubis, and sometimes, though rarely, through 
the middle of the deep suture line or a weak 
spot in the muscles or fascia. 

Percentage of Recurrence of Indirect In- 
guinal Hernia: The proportion of indirect in- 
guinal hernias that recur after operation 
varies from 5 to 10 per cent, depending on the 
age of the patient and the choice of operation. 
The recurrence rate is lowest for patients be- 
tween the ages of 10 and 45 years. 

It is impossible to believe that the 200 op- 
erations proposed for inguinal hernia are 
without merit or value in certain eases, but 
much depends on the judgment and experi- 
ence of the surgeon. 

Mair, in 1945, found in the literature over 
seventy modifications of the Bassini operation 
alone. He remarked that many of these, al- 
most identical, were claimed as original by 
their designers, who apparently were unaware 
that other surgeons in, earlier years had tried 
the same modifications and found them want- 
ing. Nearly all endeavored to strengthen the 
union between the conjoined tendon and the 
inguinal ligament and to obliterate or change 
the course of the internal inguinal ring. 


JANUARY, 19506 


Operation for Direct Inguinal Hernia: 
Many surgeons make the mistake of trying 
to adapt the indirect hernia operation to direct 
hernia. This accounts to some extent for the 
high recurrence rate associated with direct 
hernia operations. 

Cooper Ligament Operation: This operation 
has shown a lower percentage of recurrences 
than the inguinal ligament operation (Bas- 
sini) and is steadily supplanting the latter in 
popular favor among surgeons, although the 
Bassini procedure presents fewer technical 
difficulties. 

Narath is believed to be the first to have 
sutured the internal oblique and transversalis 
fascia to Cooper’s ligament. Lotheissen, in 
1898, published the general details of the op- 
eration. He expressed the opinion that this 
method is best adapted to the femoral hernia 
region and did not realize its full value for 
inguinal hernia. 

It remained for Babcock, in 1927, to reeog- 
nize the many advantages of suturing the 
fascia to Cooper’s ligament. Ten years later 
MeVay published a paper on this procedure. 

The operation preserves the normal un- 
hampered action of the fascia and muscles of 
the inguinal region. It is now known that the 
Bassini operation interferes with normal 
movement and thus weakens the lower ab- 
dominal wall, favoring rather than prevent- 
ing recurrence. Since the lower fibers of the 
transversalis and internal oblique fascia are 
normally attached to the fibrous covering of 
the pubie bone, Cooper’s ligament, and not to 
the inguinal ligament, it is logical to adopt 
the suggestion of Babcock and to suture the 
inferior aponeuroses of the internal oblique 
and transversalis muscles to Cooper’s liga- 
ment. 

It is generally recognized that the Cooper's 
ligament operation is more correct from the 
anatomie and the physiologic standpoint. Or- 
dinarily, when transversalis fascia is sutured 
to the inguinal ligament, a pocket or gap is 
left. This becomes a potential recurrent her. 
nia, often before the patient leaves the operat- 
ing table. There are many modifications of the 
Cooper’s ligament operation. In most of these. 
Cooper’s ligament sutures are used in combi- 
nation with the usual Bassini procedure. 
Fascial Patch: The fascial pateh has certain 
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advantages over the fascial suture. The patch 
can sometimes be secured from the external 
oblique fascia; it is easier to use than fascial 
stitches; in obese patients there is less con- 
striction of the abdominal contents; there is 
no increase in intraabdominal pressure, with 
the accompanying danger of pulmonary com- 
plications; the operation is shorter and less 
-omplicated than the fascia suture method ; it 
requires less handling of tissues; there is 
minimum danger of injury to blood vessels 
and nerves. 

Technie for Applying Fascial Patch: Small 
patches can occasionally be secured from the 
aponeurosis of the external oblique muscle. 
As a rule, it is more satisfactory to secure a 
patch of fascia lata, shaped to fit the hernial 
defect, from the middle of the lower third of 
the lateral aspect of the thigh. The patch is 
trimmed and notched to fit snugly around the 
spermatic cord at the internal inguinal ring. 
No fatty or loose areolar tissue should be left 
in the wound where the patch is to be fitted. 
The patch is set in position and firmly an- 
chored in place with interrupted sutures of 
fine silk or cotton to the lacunar and inguinal 
ligaments below. Next, the upper edge of the 
patch is tucked well up under the conjoined 
tendon, the transversalis fascia and the in- 
ternal oblique muscle and fixed with inter- 
rupted stitches of fine silk or cotton. The 
transversalis and internal oblique fascia are 
sutured over the fascia patch, but under the 
cord, to the inguinal ligament and Cooper’s 
ligament, with interrupted stitches of silk or 
cotton. 

Fascial Flap Operation: The eutaneous in- 
cision is made well to the medial side of the 
internal inguinal ring; a large square flap 
is lifted from the aponeurosis of the ex- 
ternal oblique muscle, turned back and li- 
gated, and the hernial sae is excised. The re- 
flected flap is then passed under the cord, 
drawn into its former position and sutured. 
The wound is closed in the usual manner. 

Fascia Flap Combined with Cooper’s Liga- 
ment Operation: Recurrent indirect inguinal 
hernia is usually most satisfactorily repaired 
by the Cooper’s ligament operation reinforced 
with a fascial flap from the rectus sheath. A 
large semicircular flap of the rectus sheath is 
dissected from the muscle, turned down and 
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sutured to Cooper’s ligament. The lateral leaf 
of the aponeurosis of the external oblique is 
slit and notched so as to fit snugly around the 
cord at the internal inguinal ring. It is then 
carried under the cord and sutured to the 
transversalis beneath the internal oblique. The 
medial flap of aponeurosis is brought down 
over the cord and sutured to the inguinal liga- 
ment. 

Cutis Graft Patch: The cutis graft is readily 
available and may be used instead of fascia or 
tendon. After the hernial sac has been dis- 
sected out and ligated, the edges of the fascia 
are brought together as well as possible with 
interrupted sutures of medium cotton or silk ; 
a graft is taken from the wound flaps or from 
the anterior external surface of the upper 
third of the thigh. The epidermal layer is cut 
away with a skin graft razor. Then the skin 
graft is cut and shaped to fit the hernial de- 
fect and is securely sutured with interrupted 
fine silk or cotton stitches. The fat should be 
removed from the graft as thoroughly as pos- 
sible. It is important to close the wound ecare- 
fully and to leave no dead spaces or pockets 
that might increase the danger of infection. 
The subcutaneous tissues and the skin are 
closed in the usual manner. 

Cannaday, who has had extensive experience 
with this method, cites the advantages of the 
cutis graft as follows: It heals rapidly and 
well; it is strong and stable from the time of 
operation ; it has great viability and is able to 
survive under adverse conditions; it possesses 
marked tensile strength; it has a good blood 
supply, and it assumes the function of the 
part it replaces, being gradually converted 
into fibrous tissue. Cannaday also stated that 
in 125 operations there was only 1 complica- 
tion—an epidermal cyst developing in the 
graft. Behrend has used the whole skin graft 
most successfully. It is severed from the skin 
overlying the sac. 


SUMMARY 


The treatment of large and recurrent post- 
operative inguinal hernias is discussed, with 
emphasis on statistical results for different 
forms of treatment. The Cooper’s ligament 
operation, the use of the fascial patch and the 
fascial flap, and the eutis graft technic are 
deseribed and their advantages evaluated. 
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SOM MATRE 


L’auteur discute le traitement des hernies 
volumineuses et des hernies inguinales qui ré- 
cidivent apres traitement chirurgical. I] dis- 
cute en détail les résultats de statistiques 
obtenus par différents procédés opératoires. 
L’opération du ligament de Cooper, l'emploi 
de lambeaux fasciaux et de greffons cutanés 
sont déerits et leurs différents avantages mis 
en valent. 

RIASSUNTO 


Diseute la eura delle ernie inguinali volu- 
minose e recidivanti, con speciale riguardo ai 
risultati dei liversi tipi di operazione. Des- 
crive loperazione del legamento di Cooper, 
mediante l’uso di lembi di fascie e di innesti 
cutanei. Sottolinea i vantaggi di questo 
speciale metodo operativo. 
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Full Thickness Skin Graft in the Repair 


of Voluminous Hernias 


MOSES BEHREND, M.D., F.A.C.S., F.1.C.S., anp 
ALBERT BEHREND, M.D., F.A.C.S., F.1.C.S. 
PHILADELPHIA 


problem that still calls for all the sur- 

geon’s ingenuity. An operation which 
iuost frequently is a simple one, and one on 
which many a house officer has cut his surgical 
\eeth, may present problems to tax the re- 
sources of the most skillful. Hernia repair is 
usually based on the procedures originally 
deseribed by Bassini', Halsted* or Ferguson’. 

Lately, the Cooper’s ligament operation of 
MeVay* has received favorable attention. 
The difference in the various types of hernia 
repair are anatomic and will not be reviewed 
at this time. In an effort to attain the ideal, 
several types of suture material “have been 
advoeated. Catgut, ribbon gut, cotton, silk, 
wire and autogenous and ox fascia sutures all 
have had or still have their champions’. 

An additional variation in the repair of 
hernia is the introduction of a tissue or ma- 
terial to the inguinal canal designed to 
strengthen the abdominal wall at its point of 
weakness. Such materials as sheets of fascia, 
cutis®, and tantalum gauze’ have been used 
for such purposes. We wish to report our ex- 
periences and technic, making use of the full 
thickness skin graft as an adjunct in the re- 
pair of huge scrotal incisional hernias. We 
wish to emphasize that we do not consider the 
skin graft technic universally necessary in 
the repair of hernia. However, a hernia of 
enormous size has often been considered a 
contraindication to repair. It is for this type 
of hernia that we have made use of the full 
thickness skin graft. 

Voluminous hernias occur through neglect, 
as a result of anatomic deficiency and follow- 
ing unsuccessful primary operation. They are 
also seen in abdominal wounds following pro- 
longed drainage and infection. Undoubtedly, 


repair of hernia presents a 
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the number of cases of this type will grow less 
as infection is prevented or limited by sulfa 
drugs and antibiotics (Figs. 1, 2 and 3). 

Because of the impressive results obtained 
by the use of skin in grafts for war wounds’, 
it occurred to us that skin might also have 
value when used as a graft in the repair of 
hernia. Before using full thickness skin as a 
buried graft, it was important to study the 
effects of burial on the epidermis and also on 
the glands that lie in the dermis. Consequently, 
strips of skin were excised from dogs and 
buried beneath the rectus fascia. These were 
removed for study at intervals varying from 
two weeks to six months. They invariably 
showed flattening and atrophy of squamous 
epithelium and hair follicles, increased fibro- 
sis, and vascularization by ingrowth of capil- 
lary epithelium (Figs. + and 5). The graft be- 
came homogeneously fused by fibrosis with the 
surrounding tissue, which is probably the se- 
eret of its value in hernia repair. Wound in- 
fection did not follow burial of full thickness 
skin in any of the experimental animals. 


OPERATIVE TECHNIC 


The skin over the operative site is prepared 
the day before operation with ether, alcohol 
and tincture of zephiran. Penicillin adminis- 
tration is begun twenty-four hours before op- 
eration. On the operating table, the skin over 
the hernia is scrubbed with soap and water 
for five minutes; this is followed by the appli- 
cation of ether and tincture of zephiran. In- 
stead of a linear incision two elliptic incisions 
are made, the widest part of the ellipse meas- 
uring approximately 2 em., and the skin be- 
tween the incisions is excised. Subcutaneous 
fat is removed with a curved scissors or knife, 
and the skin is placed in a covered dish of 
saline solution. This specimen is the tissue to 
be used as a graft. The hernia is reduced and 
repair begun according to the surgeon’s choice. 
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Huge indirect scrotal hernia on right side. 


Fig. 1. 
recurrent. 


For primary repair, we usually choose MeAr- 
thur’s modification of the Halsted procedure. 
For recurrent hernia we employ fascial strips 
obtained from the fascia lata with a Masson 
stripper and alloy steel wire. The hernia hav- 
ing been reduced, its sae removed by excision 
and high ligation, and the floor of the inguinal 
canal repaired as described, the stage is now 
set for application of the skin graft. This is 
trimmed to the desired size and may be 
notched at one end to permit extension of the 
ends around the cord at the internal ring. Re- 
inforcement at a critical point of weakness is 
thus obtained. The ability of skin to stretch 
is very striking. The skin is placed over the 
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line of sutures joining Poupart’s ligament to 
the conjoined tendon. The graft is held in 
place with interrupted wire sutures, the lowest 
being placed so that the lower end of the skin 
graft is sutured to the fascia overlying the 
pubie portion of the spine. The upper end is 
then anchored at the desired point, and inter- 
mediate sutures are placed as required (Fig. 
6). The external oblique fascia is closed in the 
usual way. The skin is closed without drainage. 


CLASSIFICATION AND RESULTS 


Skin grafts to aid in hernia repair have 
been used in 16 cases since 1946. All of the 
patients were male; the youngest was 37 years 
old and the oldest 80. Eight of the lesions were 
indirect inguinal hernias; 3 were recurrent 
inguinal hernias (2 were twice recurrent) ; 1 
was a recurrent femoral hernia (Fig. 3); 2 
were bilateral direct hernias; 1 was a combined 
incisional and indirect inguinal hernia, and 1 


Fig. 2. Large indirect inguinal hernia. 
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Fig. 3. Massive recurrent femoral hernia on right side; 
recurrent indirect inguinal hernia on left. 


BEHREND AND BEHREND: 


SKIN GRAFT HERNIA REPAIR 


was a simple incisional hernia in an obese 
man. In 4 cases serous drainage was noted for 
four days to eight weeks after the operation. 
There was no recurrence in any of these. One 
recurrence (6.2 per cent) has been reported to 
us by a patient who suffered a sudden violent 
strain when thrown to the pavement by a ris- 
ing elevator, but the patient has not presented 
himself for examination. 


SUMMARY 


Voluminous primary or recurrent hernias, 
which in the past might have been considered 
inoperable because of size and tissue deficien- 
cies, may be repaired when an autogenous full 
thickness skin graft is used to reinforce the 
area of weakness. Experimental studies have 
shown that the buried skin becomes homo- 
geneously fused with the surrounding tissues. 


Fig. 4. Skin of dog, removed six weeks after burial under rectus fascia. Note 
atrophy of squamous epithelium, beginning fibrosis and atrophy of glandular 
structures. 
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Fig. 5. Skin of dog, removed six weeks after burial under rectus fascia, showing 
definite fibrosis and atrophy of glandular elements. 


The epidermis and glandular structures be- 
come atrophied, and the transplant assumes 
the structure of a layer of fibrous tissue. Six- 
teen patients have been operated on, with 1 
recurrence (not confirmed). The only compli- 
cation was wound drainage in 4 cases. This 
did not interfere with eventual healing. 


SOM MAIRE 


Les hernies primaires volumineuses et celles 
qui récidivent et qut dans le passé furent 
considéreés comme inopérables vu le volume 
et le manque de tissu, peuvent étre réparées 
a Vaide d’un épais greffon cutané autogéne 
employé pour renforeer la région faible. Des 
recherches expérimentales ont prouvé que la 


peau enfouie devient homogéne en se fusion- 
nant avec les tissus environants. L’épiderme et 
Véléments glandularies s’atrophient et pren- 
nent la forne d’une couche de tissus fibreux. 
16 malades ont été opérés, il n’y eut qu’une 
récidive (non confirmeé). La seule complica- 
tion fut Vobligation de drainer la plaie dans 
quatre cas ; méme dans ces eas, la guérison fut 
compléte. 


RIASSUNTO 


Ernie voluminose o recidivanti, che nel 
passato sarebbero state ritenute inoperabili 
per il volume e per la deficienza dei tessuti. 
oggi possono essere riparate mediante trapi- 
anti di pelle a tutto spessore onde rinforzare 
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Fig. 6. Top, excision of full thickness skin graft for 

future use. Center, floor of inguinal canal secured with 

strip of fascia lata. Bottom, suture of skin graft with 

alloy steel wire overlying floor of inguinal canal. 

Fascia of external oblique " // is then sutured over 
grait. 


BEHREND AND BEHREND: SKIN GRAFT HERNIA REPAIR 


la zona indebolita. Indagini sperimentali 
hanno dimostrato che il trapianto cutaneo si 
fonde omogeneamente con i tessuti vicini. L’- 
epidermide e le ghiandole si atrofizzano; il 
trapianto assume la struttura di uno strato 
fibroso. 

Sopra 16 operazioni del genere e’ occorsa 
una sola recidiva (non confermata). L’unica 
complicazione e’ consistita nel drenaggio della 
ferita, che si e’ ripetuto in 4 casi. Cio’ non ha 
pero’ impedito una completa guarigione. 
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ADDENDUM 


Seven additional patients have been operated upon since this paper was written. No recurrences 
have been reported. 


For summary in 
Spanish, see Page 122 
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Present Status of Surgical Problem of 
Hyperplasia of the Prostate 


CHARLES PIERRE MATHE, M.D., F.A.C.S., F.I.C.S. 


ROGRESS in surgical management of the 

Pp prostate moves on. Various changes have 

taken place, and at present the obstruct- 

in gland is removed by the suprapubic, the 

retropubic, the perineal or the endoscopic 
route. 

Transurethral resection is generally em- 
ployed for surgical correction of smaller hy- 
pertrophies, although some urologists utilize 
it for total prostatectomy. 

Meticulous preoperative preparation and 
postoperative care are still essential. The use 
of safer anesthesia, particularly intravenous 
pentothal sodium supplemented with oxygen, 
nitrous oxide, ether or cyclopropane, and 
curare when greater relaxation is required, 
has enabled surgeons to operate on poor 
cardiac risks as well as on patients with 
arteriosclerosis or hypertension. Sulfa and 
antibiotic therapy have further reduced in- 
fection, and all of this has lowered the rate of 
mortality and morbidity. 

More precise diagnosis has enabled us to de- 
tect prostatic hyperplasia at an earlier age 
when operative risk is relatively less. 

The purpose of this paper is to review the 
four methods of operation now utilized for re- 
moval of the prostate gland, pointing out 
advantages and disadvantages. A comparative 
review of patients operated on during the past 
nineteen years will also be presented. 


ETIOLOGIC CONSIDERATIONS 


The cause of hypertrophy of the prostate, 
or, to be more accurate, hyperplasia, is not 
thoroughly understood. To date the most 
plausible theory is that of Deming and Moore. 
Both investigators have stated that hyper- 
plasia of the prostate consists of new growth 
of fibrous muscular and glandular tissues, 
originating in the muscular walls of the pros- 

From the Department of Urology, Southern Pacific 
General Hospital, San Francisco. 
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tatic urethra and the vesical neck. Growth be- 
gins as a fibromyoma in the prostatic urethra 
and is soon invaded by the epithelium of the 
prostatic ducts. The epithelial element out- 
grows the fibromuscular, causing the full 
grown lesion to appear glandular. This benign 
overgrowth of the prostate consists of hyper- 
plastic and not hypertrophic tissue; it is not 
invasive but always encapsulated. In growing, 
it compresses the uninvolved peripheral paren- 
chyma, forming the so-called false capsule 
from which it is readily enucleated at prosta- 
tectomy. 

Hyperplasia of the prostate usually appears 
in the fifth decade of life or later, although it 
may be observed in the fourth. This is possi- 
ble because of advanced methods of diagnosis. 


DIAGNOSIS 


Rectal palpation is still the most valuable 
diagnostie procedure, and the physician should 
always include rectal inspection with routine 
physical examinations. In many eases, digital 
palpation of the prostate will reveal hyper- 
plasia, and it is particularly indicated for 
patients presenting the classic symptoms of 
prostatism—frequeney, dysuria, diminution 
in size, foree and projection of the urinary 
stream, the sensation of not completely empty- 
ing the bladder, and retention of urine. 

Occasionally the offending prostate will ap- 
pear rather small, as most of the enlargement 
extends intravesically ; but rectal examination 
with the shaft of the cystoscope or a sound in 
the bladder will reveal the thickening charac- 
teristic of prostatic enlargement. Cystoseopic 
study usually gives accurate information as 
to the size and obstructive features of the 
prostate. I prefer using the No. 20 (Charriere) 
McCarthy Panendoscope or the No. 17 Brown- 
Buerger cystoscope, because the smaller in- 
strument is less likely to traumatize the ob- 
structing gland. With the eystoscope one may 
observe back pressure changes, consisting 0! 
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MATHE: HYPERPLASIA OF PROSTATE 


Left, retrograde cystogram taken in oblique position, showing pressure defect due to giant prostate weighing 
100.5 Gm. Right, iodaerocystogram showing defect in base of bladder due to obstructing prostate weighing 
about 90 Gm. 


hyperplasia of the trigone, trabeculations, cell- 
ules and diverticula. 

For patients with large hyperplasias 
(grades 3 and 4) it is best not to use the eys- 
tosecope. Information should be gleaned by 
rectal palpation, retrograde cystographic 
study and intravenous urography. Lacunar 
cystography, promulgated by Pérez-Castro 
(injection of air and opaque iodine solution 
into the bladder) gives more accurate informa- 
tion as to the size, shape and extent of the 
obstructing gland. Intravenous urographie 
examination should be carried out in all eases. 
It reveals the functioning power and also dis- 
closes concomitant lesions of the kidneys, 
visualizes back pressure changes in the ureters 
and renal pelves. An excellent cystogram is 
often seen when the opaque solution entering 
the bladder visualizes the pressure defect 
caused by the obstructing gland in the base of 
this viseus. Occasionally a rather small hyper- 
plasia will appear large on account of acute 
congestion. This condition should not be con- 
fused with true enlargement of the gland re- 


quiring surgical removal. Recheck examina- 
tions will reveal the exact nature of these, and 
they are best treated by endoscopic resection. 


TECHNICS 


Suprapubic Prostatectomy: A simplified 
method of suprapubic prostatectomy (modi- 
fied Freyer operation) has given me great 
satisfaction and is accompanied by very low 
mortality and morbidity rates. For the major- 
ity of my patients, particularly those with 
large intravesical obstructing hyperplasias, I 
utilize this method. 

In most eases a short midline incision (about 
4 em.) is employed. This heals rapidly. Should 
it break down, healing by secondary intention 
is not prolonged and hernia rarely occurs. In 
hundreds of prostatectomies performed in the 
past thirty years, I have not had a single 
persistent suprapubic fistula. In exposing the 
bladder, the peritoneum is peeled away from 
the dome of this viscus, care being exercised 
not to enter the prevesical space; this lessens 
the danger of infection of this susceptible 
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cellular area. In making the ineision well 
above the pubis, there is less likelihood of 
periosteitis pubica when infection is present. 

While the surgeon is enucleating the gland, 
digital rectal counterpressure is carried out 
by a well trained assistant. | depend for hemo- 
stasis on the Pileher or Brake bag, which is 
inserted immediately after enucleation, assur- 
ing minimal loss of blood. If there is undue 
hemorrhage, oxidized cellulose or gel is used. 
I rarely find it necessary to resort to wide ex- 
posure of the bladder in order to ligate bleed- 
ing points. After the operation, an indwelling 
urethral catheter is left in place from eight to 
twelve days, assuring the early closure of the 
suprapubie wound and minimizing the com- 
plication of urethral stricture. This simple 
method of suprapubic prostatectomy can be 
carried out with dispatch. It is accompanied 
with a minimal loss of blood and performed 
with a few instruments. It has given satis- 
factory results and our mortality rate during 
the past three years is 2.4 per cent. 

I have not encountered many of the dis- 
advantages ascribed to suprapubic prostactec- 
tomy. However, in the obese patient the oper- 
ation is technically difficult. It is true that 
one is working in the bottom of a deep cavity 
and that maneuvers necessary to carry out 
enucleation of the gland are performed 
blindly, guided only by digital sensation. How- 
ever, this need not be considered a disad- 
vantage, as the well trained urologist can 
satisfactorily remove the entire gland just as 
if he possessed good vision of the operative 
field. 

It is interesting to note that 96.7 per cent 
of the prostatectomies (open operation) car- 
ried out in the United States (de T. Shivers 
and Groom) are performed by the suprapubic 
route. 

Retropubic Prostatectomy : Retropubie pros- 
tatectomy has gained considerable favor as 
recently perfected by Millin and others. Their 
excellent results have acted as a stimulus, and 
at present the operation is being performed by 
urologists throughout the world. The approach 
is simple and direct and is unlikely to en- 
danger the rectum. Since the bladder is not 
opened, it eliminates the complication of 
vesicohypogastric fistula. The operation has 
the advantage of being earried out under 
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direct vision and is particularly suitable for 
medium bilobular and trilobular hyperplasias. 
It resembles perineal prostatectomy, in which 
anatomie dissection is also carried out under 
direct vision. 

Hemorrhage is readily controlled and one 
has the opportunity to repair the prostatic 
portion of the urethra and obtain secure clos- 
ure of the prostatic capsule. Convalescence is 
smooth, as there is little likelihood of pelvic 
sepsis or excessive bleeding. 

The operation has certain disadvantages, as 
it is difficult in the adipose patient and in 
patients on whom cystotomy has been per- 
formed ; it is also contraindicated for patients 
presenting severe infection ; it does not afford 
adequate access to the posterior aspect of the 
prostate, in the region of the membranous 
urethra, which is prone to invasion by early 
carcinoma. 

A fairly late common complication is stric- 
ture of the vesical neck. However, this can be 
prevented by resection of a lip of vesicomuco- 
sal euff at conclusion of the enucleation. Dis- 
placement of the catheter after operation may 
lead to unpleasant complications, such as 
hemorrhage, stricture formation, ete. It is 
agreed that the smaller hyperplasias, sclerosis 
of the vesical outlet and prostatic fibrosis are 
not amenable to retropubie prostatectomy and 
are best treated by transurethral resection. 
Large intravesical adenomas are more readily 
removed by the transvesical approach. Osteitis 
pubica may unquestionably prove a complica- 
tion in cases of infection, because the operative 
field is in close contact with the pubic bones. 

Endoscopic Resection of Prostate: In the 
United States, approximately 60 per cent of 
patients with prostatism are treated by endos- 
copie resection. Due credit must be given to 
Georges Luys, who called attention as early 
as 1914 to the excellent results obtained in 
carrying out “forage” of the prostate throug) 
his perfected cysto-urethroscope. His success 
was due to meticulous preoperative care ani 
perfected technic. Recently this same opera- 
tion was successfully carried out on Dr. Luys 
himself, and it was a source of great satisfac- 
tion to him. 

Stern, Davis, McCarthy, Caulk, Emmett. 
Nesbit and other urologists popularized the 
operation in the United States. There is 
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no question that it is an ideal operation for 
the smaller adenomas, sclerosis of the vesical 
neck and fibrosis of the prostate. Some resec- 
tionists apply it to all types of hyperplasia, 
even attempting to remove the larger adeno- 
mas by resection, claiming that they can carry 
out total prostatectomy through the resecto- 
scope. I reserve resection for the smaller ade- 
nomas, and when the hyperplastie gland ex- 
ceeds 30 gm. I prefer enucleation. 

The technical removal of the larger hyper- 
plasias is far more laborious than enucleation, 
but it is easier for the surgeon and certainly 
as easy for the patient. 

After resection, with patients presenting 
the larger types of hyperplasias, I have ob- 
served much recurrent hematuria, urinary re- 
tention, persistent pyuria and painful and 
frequent urination. Some patients were able 
io urinate satisfactorily, leaving little or no 
urine in the bladder. However, varying de- 
zrees of cystitis persisted. Many patients on 
whom endoscopic resection had- been per- 
formed (elsewhere or by me) required subse- 
quent prostatectomy, which permanently 
relieved the symptoms. 

Formerly it was thought that transurethral 
resection, properly carried out, entailed less 
hazard than prostatectomy, and therefore, it 
was performed on the poor risk patient. With 
improved anesthesia (particularly with pen- 
tothal sodium) and the use of sulfa and anti- 
biotie therapy, this is no longer the case. Most 
patients with prostatic disease may now be 
operated on with safety. The poor cardiac 
risk, the diabetic patient and the patient with 
arteriosclerosis must be well prepared; but, 
in collaboration with a competent internist, I 
have carried many through prostatectomy. 
These were patients on whom operation would 
not have been attempted heretofore. 

Perineal Prostatectomy: Hugh Hampton 
Young, the great pioneer of American urology, 
popularized perineal prostatectomy in this 
country. The operation has been carried out 
not only by his pupils but by other urologists. 
In earlier days this method probably carried 
a lower mortality rate than did other current 
methods. At present approximately 3.3 per 
cent of total prostatectomies are performed 
by the perineal route. It is felt that this ap- 
proach provides more satisfactory dependent 
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drainage and permits better anatomic dissec- 
tion and removal of the hyperplastic prostate 
under direct vision. It also gives the surgeon 
a chance to inspect the gland for hard carcin- 
omatous nodules, and, if biopsy at the time of 
operation reveals malignant disease, radical 
prostatectomy may be performed. Although 
the radical operation provides the opportunity 
of curing prostatic cancer by radical removal 
of the gland, it is of no value for occult cancer 
and does not provide for removal of regional 
lymphaties. 

The disadvantages of perineal prostatee- 
tomy are incontinence, loss of sexual power, 
persistent perineal fistula, and occasional 
recto-urethro-perineal fistula. Incontinence is 
due to injury to the external sphincter ; loss of 
sexual power seems to be due to severance or 
injury of the nerves of the perineum, and 
recto-urethro-perineal fistula results from in- 
jury to the rectum. 

During thirty years, in consultation, I have 
observed 5 cases of such fistula formation, in 
spite of the fact that the patients were oper- 
ated on by well qualified urologists. Three of 
these patients became bedridden. The other 2 
were finally relieved by a series of reparative 
operations, including cystotomy, colostomy, 
nephrectomy and plastic repair of the entire 
fistulous tract. The incidence of fistula forma- 
tion, incontinence and impotence following 
perineal prostatectomy explains why only 3.3 
per cent of all prostatectomies carried out in 
the United States are done by the perineal 
route. 

The perineal operation is no longer consid- 
ered necessary for the smaller obstructive 
fibrotic glands which are amenable to the 
simpler transurethral resection. I reserve the 
perineal approach for radical prostatectomy 
in eases of early cancer and for removal of 
the hyperplastic gland presenting concomitant 
ealeuli. 


COMMENT 


Every urologist should be trained to carry 
out suprapubic, retropubic and _ perineal 
prostatectomy, as well as endoscopic resection, 
in a competent manner. The genitourinary 
surgeon should choose the method that in- 
volves for him the fewest complications and 
the lowest mortality rate. As has been stated, 
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many complications following prostatectomy 
and resection can be minimized by careful 
preparation of the patient, evaluation of each 
individual case and meticulous postoperative 
eare. I have never seen nephrosis following 
transurethral resection, probably because I 
do not carry out extensive resection on larger 
hyperplasias. 

Despite the opinion of certain prostatecto- 
mists who advise immediate operation without 
preparation, I feel that the mortality rate is 
reduced by careful preoperative preparation 
and meticulous postoperative care. Occasion- 
ally one encounters a good operative risk, with 
no infection and normal renal function, on 
whom it is safe to operate without preparation. 

When resection is contemplated, progressive 
dilatation of the urethra to 30 Charriere 
should be carried out. This prevents rupture 
of the urethra and the unpleasant complica- 
tion of stricture, which is due to trauma caused 
by forcing the resectoscope into a urethra not 
large enough to accommodate it. Patients pre- 
senting azotemia should be treated either by 
intermittent or retention catheter drainage. I 
seldom carry out the two-stage prostatectomy, 
reserving it for the case in which the retention 
catheter cannot be introduced or is poorly 
tolerated. 

Postoperative infection of the bladder is 
minimized by simple, closed system of irriga- 
tion through a Y-drainage tube, with the use 
of 1:4,000 rivanol solution. When resection is 
employed, the retention catheter is left in 
place from three to five days; after prostatec- 
tomy it is removed in nine to fourteen days. 
This maintains adequate drainage, assures 
prompt wound healing and epithelization of 
the prostatic urethra or loge, and lessens the 
possibility of subsequent stricture formation. 


ANESTHESIA 


Improved anesthesia has reduced the mortal- 
ity rate and gives surgeons the opportunity of 
operating on so-called poor risks who present 
cardiae disease, diabetes, arteriosclerosis and 
hypertension. The ideal anesthetic for the 
debilitated and elderly patient with prostatic 
disease is intravenous pentothal sodium, sup- 
plemented by nitrous oxide and oxygen and 
by curare when greater relaxation is required. 
In a recent article I pointed out that spinal 
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anesthesia, even by the perfected method, is 
more likely to be accompanied by coronary 
occlusion. Faulk lists spinal anesthesia as one 
of the causes of disease of the coronary artery. 
I have encountered 5 cases in an eight-year 
period. 


COMPLICATIONS 


Hemorrhage: As loss of blood debilitates 
the patient, makes him more susceptible to 
grave complications and can prove fatal, I 
stress the importance of determining the bleed- 
ing time of all candidates for operation. All 
available prophylactic measures to prevent 
undue hemorrhage should be instituted. 

The simplified suprapubic method of enu- 
eleation, which I carry out with dispatch, im- 
mediately inserting the hemostatie Pilcher or 
Brake bag, minimizes loss of blood. The hemo- 
static bag has a decided advantage, as it can 
be placed immediately in situ, before much 
blood is lost ; it is easy to insert and prevents 
subsequent hemorrhage. Because of this bag 
we seldom have to resort to transfusion, but 
when an undue amount of blood is lost I do 
not hesitate to use it. Constant vigilance on 
the part of the urologic house staff is essential 
in coping with postoperative hemorrhage. 

Infection: The intelligent use of antibiotic 
and sulfa therapy before and after operation 
has reduced infection and still further lowered 
the mortality rate. Patients are no longer lost 
because of septicemia, pyonephrosis or renal 
cortical abscess formation due to ascending 
infection ; also, the incidence of pyelonephritis 
and overwhelming infection has been greatly 
reduced. 

In the majority of cases orchiepididymitis 
can be prevented by vasectomy. Believing that 
antibiotics would prevent this complication, I 
did not carry it out in 20 consecutive prosta- 
tectomies in which penicillin had been admin- 
istered. When epididymitis developed in 40 
per cent of the patients in this group I realized 
that it is still necessary to carry out partial 
vasectomy. 

Pulmonary Complications: In about 1 of 
300 eases pulmonary embolus occurred, but its 
incidence was lower after transurethral re- 
section than after prostatectomy. Early ambu- 
lation has materially aided in lessening the 
mortality rate. Pneumonia is a rare complica- 
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tion—only 1 case in the past three years. And 
it seems less prevalent on the West Coast. 


MORTALITY AND MORBIDITY RATES 


The following is a review of all prostatecto- 
mies carried out at the Southern Pacifie Gen- 
eral Hospital for varying periods during the 
past nineteen years. Not included in this 
series are endoscopic resection for median bar 
and other small obstructions of the vesical 
neck. One of the factors in the reduction of 
mortality rate is the expert postoperative care 
made possible by the establishment of a resi- 
deney in urology. 


Table 1. Mortality Rate 


Prostatee- 
tomy, % Resection, % Overall, % 
1929-1935 162-11.7 72.-1.3 8.5 
1936-1946 301- 5.3 465-2.8 3.6 
1946-1948 123- 2.4 354-1.1 14 
(2 yrs. 10 mos.) 


Table 2 presents a list of the complications 
associated with 354 resections and 123 prosta- 
tectomies performed during the last two years 
and ten months. 


Table 2. Complications 


Condition No. of Cases 


Postoperative hemorrhage 
Following transurethral resection 
Following prostatectomy 
Thrombophlebitis 
Following transurethral resection 
Following prostatectomy 
Prostatitis 
Following transurethral resection 
Ventral hernia 
Following suprapubic prostatectomy 
(relieved by herniotomy ) 
Pulmonary embolus 
Following transurethral resection with 
spinal anesthesia (1 fatal) 
Atelectasis and pneumonia 
Following transurethral resection with 
spinal anesthesia (fatal) 
Ascending pyelonephritis 
Following transurethral resection 
Cardiac decompensation 
Following transurethral resection with spinal 
anesthesia (fatal) 


*In 2 cases thrombophlebitis occurred in spite of early 
ambulation. 
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Table 2 (Continued) 


Following prostatectomy (pentothal sodium 
anesthesia) (fatal) 
Coronary occlusion 
Following prostatectomy with spinal 
anesthesia (fatal) 
Following transurethral resection (spinal).. 1 
Perforation of bladder 
Following endoscopic resection with spinal 
anesthesia (fatal) 
Perforation of urethra 
Following endoscopic resection with spinal 
anesthesia 
Shock 
Following prostatectomy with pentothal 
sodium anesthesia (fatal) 
Urethral stricture 
Following transurethral resection with spinal 
anesthesia 


In estimating mortality rates we included all 
hospital cases in which operative intervention 
was directly or indirectly responsible for 
death. Five deaths followed spinal anesthesia, 
and 2 followed pentothal sodium anesthesia. 
This bears out our opinion that pentothal 
sodium anesthesia is less hazardous in the eld- 
erly debilitated patient with prestatie disease. 
In 3 eases the cause of death was verified by 
autopsy. To lower future mortality rates, we 
analyzed the causes of death (Table 3). 


Table 3. Analysis of Deaths 
After Prostatectomy 


Cardiac decompensation 
Coronary occlusion 


After Transurethral Resection 


Perforation of bladder 
Cardiae decompensation 
Pulmonary embolus 
Pneumonia and atelectasis 


SUMMARY 


The author reviews progress in the surgical 
management of hyperplasia of the prostate 
and discusses the four methods now being util- 
ized. 

Benign overgrowth of the prostate consists 
of hyperplastic but not hypertrophic tissue, is 
not invasive but always encapsulated and 
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should be referred to as hyperplasia rather 
than hypertrophy. 

Careful examination (including cystoscopy 
and retrograde eystography) is stressed and 
rectal palpation recommended as still a most 
valuable diagnostie procedure that should be 
ineluded in all physical examinations. Intra- 
venous urography should be carried out in all 
cases, 

In the United States approximately 60 per 
cent of patients with prostatic disease are 
treated by endoscopic resection. Ninety-six and 
seven-tenths per cent of all open prostatecto- 
mies are performed by the suprapubic route. 
A simplified and satisfactory method of supra- 
pubie prostatectomy is described. ~ 

The perineal operation is advised for radi- 
cal prostatectomy in cases of early cancer and 
for the removal of hyperplastic glands pre- 
senting concomitant calculi. 

Retropubie prostatectomy is becoming pop- 
ular because the direct approach provides for 
anatomie dissection under direct vision, elim- 
inates opening of the bladder and does not 
endanger the rectum. 

The ideal anesthetic for the elderly and de- 
bilitated patient is intravenous pentothal 
sodium, supplemented by nitrous oxide and 
oxygen and by curare when greater relaxation 
is required. It is particularly indicated for 
the poor cardiac risk, the diabetic patient and 
patients with arteriosclerosis and hyperten- 
sion. 

Urologists should be trained in the per- 
formance of all methods, and the genitourin- 
ary surgeon should choose the operation with 
which he achieves the lowest complication and 
mortality rates. 

The author recommends prostatectomy for 
the larger and transurethral resection for the 
smaller hyperplasias (30 Gm. or less). 

Mortality has been reduced by early diag- 
nosis, safer anesthesia, antibiotics and sulfa- 
therapy, careful preoperative preparation and 
meticulous postoperative care. A comparative 
review is given of the mortality rate of 
patients operated on during the past nineteen 
years at Southern Pacifie General Hospital. 


SOM MATRE 


L’auteur passe en revue les progrés accom- 
plis dans le traitement de l’hyperplasie de la 
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prostate et discute trois méthodes actuellement 
en usage. 

Les augmentations bénignes du volume de 
la prostate sont des hyperplasie et non des 
hyperthrophies. Le tissu hyperplasique n’en- 
vahit pas les tissus environnants mais reste 
encapsulé. Ce sont des hyperplasies et non des 
hyperthrophies, Un examen soigneux par la 
cystoscopie et la cystoscopie rétrograde est 
important. L’auteur recommande la palpation 
rectale comme un procedé de grande valeur 
diagnostique. Le devrait étre employé dans tout 
examen physique. L’urographie intraveineuse 
doit étre pratiquée dans tous les cas. Aux Etats 
Unis, approximativement 60% des malades sou- 
ffrant de la prostate subissent la résection endo- 
scopique; 86.7% des prostatectomies furent 
effectuées par une prostatectomie suprapubi- 
enne. L’opération périnéale est reecommandée 
pour la prostatectomie radicale dans tous les cas 
de cancer précoce et pour l’ablation de glandes 
hyperplastiques renfermant des caleuls. La 
prostatectomie rétropubienne devient popu- 
laire parce que cette voie directe permet une 
dissection anatomique sous vision directe. Elle 
élimine l’ouverture de la vessie et ne met pas 
en danger le rectum. L’anesthesique idéal pour 
les vieillards et pour les affaiblis est le sodium 
penthotal intraveineux anguel, on afoute l’ox- 
ide nitreux et l’oxygene et aussi le curare 
quand il est nécessaure d’obtenir un relache- 
ment plus complet. I] est surtout indiqué pour 
les cardiaques, pour les diabétiques et pour les 
malades présentant de l’artériosclérose et de 
V’hypertension. 

Les urologistes doivent étre entrainés a 
l'emploi de toutes ces méthodes et le chirurgien 
génitomrinaire doit choisir l’opération qui 
donne le moins de complications et la morta- 
lité la plus basse. L’auteur recommande la 
prostatectomie pour la prostate volumineuse 
et la résection transuréthrale pour les petites 
hyperplasies (30Gr ou moins). 

La mortalité est moindre de nos jours, die 
aun diagnostic précoce a une anesthésie mieux 
comprise, a l’emploi d’antibiotiques et de sulfo 
thérapie et aussi 4 la preparation préopéra- 
toire soignée du malade et aux soins post- 
opératoires méticuleux qu’on lui donne. L’aut- 
eur passe en revue le taux de mortalité des 
malades opérés durant les derniéres dix-neuf 
anneés a l’hopital Southern Pacifie General. 
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RIASSUNTO 


Passa in rassegna la cura chirurgica 
dell’iperplasia prostatica, discutendo i quattro 
metodi operativi comunemente adottati. 

Un aumento di volume della prostata carat- 
tere benigno implica non una vera ipertrofia, 
ma un’iperplasia della ghiandola, la quale 
rimane sempre limitata dalla capsula. 

Sottolinea la necessita’ di un esame accurato 
(che inecluda la cistoscopia): la palpazione 
rettale rimane il metodo diagnostico fonda- 
mentale, che dovrebbe essere incluso in ogni 
visita medica. Oltre a cio’, raecomanda sempre 
una pielografia endovenosa. 

Negli 8.U. il 60%, circa, dei pazienti colpiti 
da affezioni prostatiche vengono curati con 
una resezione endoscopica. Nel 96.8% delle 
prostatectomie operate a cielo aperto |’opera- 
zione viene eseguita per via sovrapubica. La 
via perineale e’ indicata nelle prostatectomie 
per carcinomi iniziali e per iperplasie pros- 
tatiche accompagnate da ecalcoli. La prostatec- 
tomia retropubica va guadagnando maggiore 
favore, perche’ consente un’accurata ispezione 
della ghiandola durante la sua discissione; 
perche’ evita l’apertura della vescica; perche’ 
non espone a lesioni il retto. 

Raeccomanda vivamente per i vece?i, per i 
cardiaci, per i diabetici e per i pazienti con 
ipertensione arteriosa l’anestesia endovenosa 
con pentotal sodico, combinata eventualmente 
con ossido nitroso-ossigeno 0 con curare qua- 
lora necessiti un maggiore rilasciamento 
muscolare. 

L’A. raccomanda la prostatectomia per le 
iperplasie piu’ voluminose: la resezione tran- 
suretrale per quelle piu’ piccole (20 gr. o 
meno). L’urologo dovrebbe essere comunque 
in grado di affrontare qualsiasi metodo, sceg- 
liendo quello che—nelle sue mani—offre le 
minori complicazioni e la piu’ bassa_per- 
centuale di mortalita’. Questa e’ stata notevol- 
mente ridotta da una diagnosi piu’ precoce, da 
un’anestesia piu’ perfetta, dall’impiego di 
antibiotici e dalla sulfaterapia, da un’accurata 
preparazione preoperatoria degli ammalati e 
da una meticolosa assistenza postoperatoria. 
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La percentuale di mortalita’ registrata negli 
ultimi 19 anni nell’Ospedale Generale del Sud 
Pacifico viene in ultimo confrontata con altre 
statistiche. 
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Curare and Shock 


L. IMPERATI, M.D., F.1I.C.S., G. DPERRICO, M.D., and 
A. RUGGIERO, M.D. 


the use of curare in anesthesia are en- 

couraging and the practice is now ex- 
tending to all countries, more than one voice 
has arisen recently to eriticize the “rosy en- 
thusiasm” that has accompanied it. Some say 
that more deaths are caused by curare than by 
chloroform and consequently that, though the 
advantages to the surgeon and the anesthetist 
are obvious, the use of curare is probably more 
harmful than helpful to the patient. Gray and 
Halton' have stated that this “milestone of 
anesthesia” is likely to become a tombstone if 
the physiologic effects of curare are not thor- 
oughly studied. 

It is therefore essential to approach the 
question from a biologic standpoint. Funda- 
mentally the problem is one of experimental 
research. 

The relation between curare and shock 
presents a problem of interest not only in 
surgical practice but in study of the path- 
ogenesis of shock, because, in accordance with 
a hypothesis presented by us in other articles, 
shock may be due to the mediation of acetyl- 
choline. Observations on the question have 
been vague, so that the place of curare with 
respect to existing and impending shock has 
not been determined. Nevertheless, the opinion 
has repeatedly been expressed that curare in 
the usual doses given in anesthesia exerts a 
protective action against shock (Gray and 
Halton’; Merle d’Aubigne and Kern’; Bracale 
and Lezza*). This action has been recognized 
by the fact that long and traumatic opera- 
tions proceed rather benignly in curarized 
patients, so that curare is now freely used for 
poor risk patients who are predisposed to 
shock. The explanation commonly given is 
that curare, inducing a light narcosis, renders 
possible an economy of anesthetics. On the 
other hand, it was noted by Forrester‘ that 


A LTHOUGH the results obtained from 


Read at the Thirteenth Annual Assembly of the United 
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tubacurarine improved the circulatory condi- 
tion of patients who had not reacted to trans- 
fusion and other measures directed toward 
the elimination of shock. It may, therefore, 
become necessary to admit that curare has a 
direct and specific action. 

As a complement to these clinical observa- 
tions, experimental research has demonstrated 
that curare, injected slowly and in moderate 
doses, does not affect the circulatory condition, 
while in larger doses it is able to cause a fall, 
even an irreversible fall, of blood pressure 
(Heymans’; MacIntyre*). Till now, however, 
the possible action of curare on existing or im- 
pending shock and the chemical modification 
it may produce in the blood, have not been 
investigated. 

This important problem presents two as- 
pects, clinical and experimental. From the 
clinical point of view, few elements likely to 
throw any light on the matter have resulted 
from practice with curare in the Surgical 
Clinie of Naples. Generally, anesthesia has pro- 
ceeded without notable changes in blood pres- 
sure. In only 2 cases was the possibility of 
pressure changes due to curare taken into con- 
sideration. Both patients were women and in 
both eases cholecystectomy was performed. 
General anesthesia was administered by a well- 
known English anesthetist, who used pento- 
thal, cyclopropane, nitrous oxide, oxygen and 
15 mg. of tubarine in a single dose. Serious 
shock oceurred in both patients, resulting, it 
was thought from the anesthesia—possibly an 
excess of anesthetics or a harmful effect of 
curare. 

Convinced, however, that when curarization 
is carried out in man in the course of anes- 
thesia especially with combined anesthetics it 
is difficult to reach a clear solution of the 
problem, we decided upon a plan of experi- 
mental research to obtain definite answers to 
the following questions: 

1. What changes in blood pressure and 
blood chemistry are produced by curare in 
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animal experiments, in relation to dosage, 
modality, and speed of administration? 

2. What action is curare capable of exerting 
in the prevention of shock? What is its effect 
on existing shock ? 

Our research was carried out on large rab- 
bits with Wellcome tubarine. The blood pres- 
sure was recorded with a kymograph inserted 
in the carotid ; research on the blood included 
determination of changes in the blood count 
and in the values for hemoglobin, protein, and 
cholinesterase, which last is the specific fer- 
ment of acetylcholine. The following results 
were obtained : 

A. Blood pressure and chemical modifica- 
tions induced by tuboeurarine’ : 

1. The use of tubocurarine is a very delicate 
procedure, both because of the great differ- 
ences in individual tolerance and because of 
the serious consequences that may follow 
minor errors of technic. 

2. Injected slowly and in small doses, tubo- 
curarine produces blood pressure and chemical 
changes of moderate intensity and short dura- 
tion. The blood pressure may show a minor rise 
or fall, but in a short while it becomes normal. 

3. With higher doses (a single but large 
dose, or repeated small doses), with too rapid 
injections, or even with moderate doses when 
given to particularly sensitive animals, dis- 
turbance of the central nervous system man- 
ifests itself in convulsions, and a serious fall 
in blood pressure, sometimes very sudden and 
sometimes irreversible, may occur. In one ani- 
mal, bursting of the heart (right ventricle) 
occurred during the convulsions. The fall in 
blood pressure is usually accompanied by the 
humoral changes (hemoconcentration and hy- 
perproteinemia) known to be characteristic of 
shock, so that we may speak of a true curare 
shock due to excessive dosage or individual 
intolerance. 

From the clinical point of view, these exper- 
iments showed that (a) there is a wide varia- 
tion of individual tolerance to tubocurarine, 
which requires much care in administration ; 
(b) In the majority of cases, eurare, in ap- 
propriate doses does not induce important 
blood pressure and chemical changes, and (c) 
There is always a possibility of accident due 
to hyperdosage or individual hypersensibility. 
B. To determine the relation between tubo- 
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curarine and traumatic shock,® two types of 
experiments were undertaken: (1) subjecting 
curarized animals to prolonged evisceration, 
sometimes accompanied by hemorrhage cap- 
able of causing shock, and (2) injecting tubo- 
curarine into animals in a state of serious 
shock caused by evisceration with or without 
hemorrhage. The results of these experiments 
are as follows: 

1. Curare in moderate and repeated doses 
prevents shock; it is, however, necessary to 
avoid overdosage. 

2. In animals in a state of serious shock, 
curare in moderate doses exhibits a sure effect 
in raising blood pressure and in eliminating 
shock, even when the blood pressure is so low 
that the animals are considered, judging from 
past experiments, very unlikely to recover. 

Referring to clinical practice, these experi- 
ments show that (a) curare is able to prevent 
shock due to evisceration and hemorrhage, 
which may occur in operations, and (b) when 
shock exists, curare can act efficiently in its 
elimination. 

In order to explain the mechanism by which 
curare exerts its action both in the prevention 
and in the elimination of shock, we have found 
a clue in the activity of cholinesterase, since a 
decrease in this factor usually accompanies 
shock (as we have already widely shown’). 
This decrease is, if not prevented, at least 
reduced by curare. It is therefore possible to 
argue that the antishock activity of curare 
is a specific property altogether independent 
from the saving of anesthetics that aeccompan- 
ies its use; this activity probably results from 
an interference in the acetylcholinesterase sys- 
tem. This antishock activity, exerted by a 
typically anti-acetylcholine substance, would 
seem to confirm the hypothesis put forward by 
us in former articles:'° that, in the patho- 
gensis of shock, the determining factor is the 
mediation of acetylcholine, which is, in fact, 
blocked by curare. 


SUMMARY 


In the field of clinicoexperimental investi- 
gations the relation between curare and shock 
is important not only in surgical practice but 
also in the study of the pathologie nature of 
shock. Experiments performed by the authors 
on rabbits led to the following conclusions : 
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1. Curare in moderate and repeated doses 
prevents shock; it is, however, necessary to 
avoid overdosage. 

2. In animals in a state of serious shock, 
curare exhibits a sure effect in raising blood 
pressure and in eliminating shock. 

From this research it is possible to argue 
that the antishock activity of curare is a 
specific property, probably resulting from in- 
terference in the acetylcholinesterase system. 
This antishock activity, exerted by a typically 
anti-acetylcholine substance, confirms our 
hypothesis that, in the pathogenesis of shock, 
the determining factor is formed by the medi- 
ation of acetylcholine, which is, in fact, blocked 
by curare. 


SOM MAIRE 


Dans les recherches clinicoexperimentales 
sur les rapports existants entre le curare et le 
choe, il est important de considerer non seule- 
ment la pratique chirurgicale mais aussi 1’é- 
tude de la nature pathologique du choc. Les 
recherches faites sur des lapins entrainent les 
conclusions suivantes: 1)—Le curare a doses 
moderéés et répétées previent le choc. Il est 
neanmoins, nécessaire d’éviter de trop grandes 
doses. 2)—Chez les animaux en état de choe 
sérieux, le curare augmente la pression artér- 
ielle et élimine le choe. De ces recherches, il est 
permis de conclure que l’activité anti-choe du 
curare est une propriété spécifique résultant 
de l’interférence dans le systéme acethylocho- 
lisnesterase. Cette activité d’anti-choe exercée 
par une substance anti-acéthyleoline typique 
confirme notre hypothése que dans la patho- 
vénie du choe, le facteur déterminant est forme 
par l’intermediaire de l’acéthylcholine qui en 
effet est bloque l’par le curare. 


RIASSUNTO 


I rapporti fra shock e ecurare sono im- 
portanti non solo nella pratica chirurgica, ma 
anche nello studio clinico-sperimentale dello 
shock. 

Esperimenti condotti dall’A. sopra il con- 
iglio hanno condotto ai seguenti risultati : 
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1. In dosi moderate e ripetute il curare 
previene lo shock: e’, ad ogni modo, necessario 
evitare un olosaggio troppo elevato. 

2. Guariscono con il curare anche gli ani- 
mali in grave stato di shock. La pressione del 
sangue risale rapidamente. 

Questi risultati dimostrano che l’attivita’ 
antishock del curare deriva de una proprieta’ 
farmaco-dinamica specifica, con tutta proba- 
bilita’ legata ad un’influenza sopra l’acetileo- 
lesterinasi. L’attivita’ antishock, esereitata da 
una sostanza tipicamente anti-acetilcolina, 
conferma l’ipotesi avanzata dall’A., secondo la 
quale nella patogenesi dello shock il fattore 
seatenante si formerebbe attraverso la media- 
zione dell’acetileolina, affettivamente bloccata 
dal curare. 
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Headache 


RUDOLPH JAEGER, M.D., F.A.C.S., F.I.C.S. 


NLY the chronie or relatively long- 
standing types of headache will be 
discussed here. Even under this lim- 
itation I shall be forced to omit many im- 
portant clinical syndromes. There is probably 
no subject in the medical literature that has 
been so extensively explored as that of head- 
ache. A book written many years ago by an old 
friend of mine, Dr. Curtis Hill, is entirely 
confined to the causes and treatment of head- 
ache. Another friend of mine began to write 
an exhaustive treatise on the subject and gave 
up in despair when he found, in a cursory re- 
view of the modern literature, more than 1,000 
causes of headache. Perhaps it would be best 
to define the term. 

Anatomically, a headache may affect any 
of the structures above the neck; commonly 
speaking, however, the term does not include 
pains that affect the structures below the eye 
sockets in front and the nape of the neck 
posteriorly. It is confined to discomforts in 
the general region of the cranium. Again, the 
definition of headache should include only the 
type of discomfort generally described as an 
aching pain, and not the sharp, shooting, stab- 
bing attacks usually attributed to irritation of 
the nerve roots—the pains customarily re- 
ferred to as neuralgia. This definition elimi- 
nates the commonly known neuralgias, such as 
tie douloureux, glossopharyngeal neuralgia, 
toothache, the pain of salivary caleuli, cancer 
involving the nerves and similar conditions. 

Migraine, on the other hand, truly repre- 
sents the type of headache to be discussed in 
this paper. Migraine, usually described by the 
laity as “sick headache,” is extremely wide- 
spread. It accounts for the multitude of 
headache remedies on the market and for 
their tremendous sale. 

Only when a patient suffers from migraine 
in an aggravated form does he seek medical 
care, surgical treatment and psychotherapy. 


_ From the Department of Neurosurgery, Jefferson Med- 
ical College and Hospital, Philadelphia. 
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Comparatively speaking, such a patient is 
rare. Uncounted numbers of our population 
suffer from this disease in a minor (subelin- 
ical) form and never seek the advice of the 
physician. These persons keep a bottle of 
analgesic tablets of some kind on the medicine 
shelf and a small tin box of tablets in the coat 
pocket or purse. Migraine in its mildest form 
is manifested only by slight supra-orbital 
neuralgia, which may last for only an hour or 
two and may be completely relieved by one 
analgesic tablet. In its more aggravated and 
typical form, migraine is characterized by a 
severe headache difficult to control. It may be 
limited to one side or both sides of the fore- 
head and sometimes the entire top of the eran- 
ium. When it takes the form of the “half-head” 
headache, it is usually described as running 
from the front to the very back of the head, 
being most severe just above the eye and back 
of the ear. The eye socket itself may be in- 
volved in the distress, and there may be lacri- 
mation associated with congestion of the con- 
junctiva and nasal mucosa, the latter indicated 
by stuffiness of the nose. There are other lo- 
cations for the discomfort just described, such 
as the lower part of the neck, the shoulder, 
the entire arm, sometimes the upper teeth and 
upper jaw, and even the upper portion of the 
cheek. Rarely does it affect the lower jaw. 
Paresthesias may be described, accompanying 
the typical cephalgia, or without it, in other 
parts of the body; there may be attacks of 
complete hemi-paresthesia or more commonly, 
peculiar sensory phenomena limited to one ex- 
tremity. Frequently there are associated visual 
disturbances, such as scintillating scotoma, at- 
tacks of homonomous hemianopsia and many 
other subjective phenomena. 

The discomfort of migraine comes on in at- 
tacks, although at times these oceur at such 
close intervals that the distress seems con- 
tinuous over many days, weeks or months. 
Typically, however, an attack lasts only 
through a day, and in many instances only a 
few hours. Oceasionally an attack continues 
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for several days, perhaps extending even to a 
week, but this severe form of the disease is un- 
common. 

The victim of migraine soon learns when an 
attack is impending; he notes a lack of energy 
and a general feeling of irritability. The head- 
ache itself is insidious in onset and may exist 
for some hours before it develops to a point 
where it becomes acutely disagreeable. It keeps 
on building up, so to speak, and increases in 
severity until, usually within two or three 
hours, it reaches its climax. At this point it 
may persist at its maximum severity for a 
number of hours and then gradually decrease, 
leaving the patient nauseated, mentally ir- 
ritated and exhausted. Quite commonly this 
continues throughout a day, disappearing at 
night, and the patient arises the next morning 
in his customary good health. He learns readily 
enough that, during the attack, seclusion in a 
darkened room, well insulated from noise and 
responsibility, is the most valuable adjunct to 
analgesic therapy. 

Attacks of migraine usually start during 
childhood or adolescence but are not severe 
enough to be noted until after the fourth year. 
Frequently the condition does not manifest 
itself until adolescence or early adult life. Ex- 
citement, fatigue, menstrual disorders, and 
business and financial responsibilities seem to 
be aggravating factors. Migraine is said to 
occur almost entirely in persons of superior 
mental makeup, the so-called intelligentsia, 
and especially in those who have assumed un- 
usual social and business responsibilities. This 
may or may not be true. It is my opinion that 
if persons in other social strata were closely 
investigated it would be found that migraine is 
no respecter of social caste. 

The diagnosis of migraine must depend en- 
tirely on the patient’s description of his dis- 
comfort, since the symptoms are almost en- 
tirely subjective. There are no laboratory or 
clinical diagnostic tests. In some eases, how- 
ever, it may be necessary to take roentgeno- 
grams of the skull, examine the spinal fluid, 
and even resort to pneumo-encephalography to 
make certain that the trouble is not due to an 
intracranial space-oceupying lesion, syphilis 
or some other serious disorder. 

Treatment is entirely symptomatic, and de- 
tailed direetions are extremely important. 
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Since there is no specific treatment for mi- 
graine, symptomatic treatment over a long pe- 
riod becomes all the more important. This 
consists of psychotherapy, the administration 
of analgesics, and appropriate care of the 
patient during the attack. Mild attacks ean be 
controlled by one of the salicylates, such as 
acetylsalicylic acid (aspirin) ; this drug may 
have to be taken every two or three hours in 
doses of 10 grains, and it is an extremely valu- 
able remedy for this disease. If this does not 
give satisfactory relief, it is well to try ergota- 
mine tartrate (gynergen) in doses of 0.5 or 1 
mg.; a tablet is given at the onset of the head- 
ache and may be repeated in an hour if 
necessary. Probably not more than 4 or 5 mg. 
of this drug should be given in twenty-four 
hours since it is decidedly a vasoconstrictive 
agent. Ergotamine tartrate plus aspirin in 
doses ranging from 10 to 15 grains, often is 
effective when neither of these drugs alone 
will serve. It may be necessary to add codeine, 
(44 to 1 gr.; 0.06 to 0.12 Gm.) to the afore- 
mentioned medication when the attacks are 
severe. A hypodermic injection of ergotamine 
tartrate is sometimes more efficacious than are 
tablets taken by mouth. Attacks may be so 
severe as to require the use of a powerful 
narcotic, such as morphine. This should be 
avoided, however, if at all possible, because it 
is apt to produce excessive nausea following 
relief from the headache. 

Psychotherapy, in the form of repeated as- 
surances that the patient has no incurable, 
devastating disorder, is needed over a long pe- 
riod and is an essential part of the treatment. 
The patient should be assured that his attacks 
will not continue to be severe throughout life 
and that, as age advances, there is a strong ten- 
deney for the pain to disappear entirely. I have 
noted that when the headaches begin early in 
life there is a tendency for them to disappear 
earlier than when they have their onset well 
past middle age. In elderly persons the head- 
aches are likely to continue throughout their 
lives, but middle-aged persons may hope for 
entire relief. This usually occurs between the 
forty-fifth and the fiftieth year; and it is un- 
common for the disease to persist beyond 
this age. 

Psychotherapeutic measures include an at- 
tempt to relieve the patient of worries, heavy 
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social or financial obligations and excessive 
mental fatigue. During the attack he should 
be confined in a closed, quiet, darkened room 
and freed of all annoying social responsi- 
bilities. An ice cap often gives great comfort 
when applied to the areas most severely af- 
fected. 

There are many so-called atypical head and 
face pains, regarded as separate clinical enti- 
ties, that are probably nothing more than 
atypical migraine. These include the spheno- 
palatine neuralgia of Sluder, erythromelalgia, 
post-traumatic headache and numerous other 
ill-defined pains in the face and cranium. All 
have the same characteristics as migraine; 
they come on in attacks, leave for great lengths 
of time and have a strong tendency to cease 
completely during the fourth or fifth decade 
of life. They vary from migraine only in 
the severity of the attack, having a tendency 
to be sharp and piercing and to be localized in 
parts of the face that are not customarily 
associated with the major discomfort of mi- 
graine. However, if one closely analyzes the 
syndrome of sphenopalatine neuralgia and 
compares it with that of migraine, one has an 
extremely difficult time in differentiating be- 
tween them. The same can be said of many of 
the other segregated clinical entities men- 
tioned, when their characteristics are critically 
compared to those of chronic sick headache. 
All these disorders are amenable to the 
symptomatic treatment used for comforting 
the migrainous patient. For these typical 
headaches, as well as for migraine, any more 
than a specific cure is yet to be discovered. 

Post-traumatic headache particularly has 
been confused with migraine. If the history 
of trauma is eliminated it will be seen to have 
precisely the same characteristics as chronic 
sick headache. Neurosurgeons have long won- 
dered why one patient can undergo an ex- 
tensive craniotomy, or some other type of 
operation requiring heavy blows and hammer- 
ing of the skull, and not have post-traumatic 
headaches; while another who has suffered a 
rather slight blow to the head, perhaps a 
minor fracture, complains bitterly of headache 
resulting therefrom. When one closely an- 
alyzes a so-called post-traumatic headache, it 
can be easily seen that it is, in fact, migraine. 
Careful questioning often elicits a history of 
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chronic headache for many years prior to the 
injury; the injury may have aggravated it, 
but it certainly existed long before. Usually 
there is also a familial history of sick head- 
ache. 

Surgery at present offers nothing in the 
treatment of the headaches mentioned. Certain 
procedures ameliorate the symptoms in some 
cases. Spinal puncture, for example, will stop 
the headache immediately in many patients, 
and I treated one physician who had permitted 
280 spinal punctures for relief of these at- 
tacks. Pneumo-encephalography is known to 
control the attacks for a time. Even craniot- 
omy has been observed to lessen the attacks 
and sometimes stop them completely. 

The efficacy of these nonspecific operations 
can be explained only on the basis of psycho- 
therapy, or the general upset in the physio- 
logic function of the cranial cavity, which 
temporarily alters in some way the mechanism 
of the disease. This mechanism is not fully 
understood at present. The best explanation 
is that the headaches are caused by vasodila- 
tion of the larger vessels to the brain. This, 
however, does not account for the periodicity 
of the disease, nor does it yet point to any 
specific therapy. Ligation of the arteries sup- 
plying the painful areas occasionally has 
seemed to stop the pain. This type of therapy 
has not been applied, however, to the larger 
vessels supplying the brain, such as the verte- 
bral and carotid arteries, which may well be 
the vessels implicated in the disorder. Section 
of the large sensory roots supplying parts of 
the head have in no way affected the disorder. 
It might be thought that section of the fifth 
cranial nerve, which supplies sensation to the 
greater part of the cranial cavity and face, 
would in some instances ameliorate the dis- 
comfort of these disorders, but this has been 
tried in numerous cases and has invariably 
failed. Even when the pain is severest in the 
supra-orbital region, involving the supra- 
orbital nerve area, a complete section of the 
fifth cranial nerve, producing complete an- 
algesia of the entire side of the head, will not 
stop the discomfort. It seems that either the 
pain originates in the sensory cortical center 
itself or else the sensation passes down through 
the nerves of the blood vessels, ultimately to 
enter the brain by the usual afferent pathways. 
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It is a well known fact that the blood vessels 
of the brain are well supplied with sensory 
nerve filaments. As evidence of this, injection 
of diodrast into the carotoid arteries with the 
region under local anesthesia causes a severe, 
sharp, agonizing headache, which passes off as 
soon as the drug passes through the vascular 
system. 

In view of the fact that there is no specific 
therapy for any of the atypical types of head- 
ache, one must resort to the symptomatic re- 
lief of these disorders by general medical 
means. 

Chronie sinusitis is often given as the reason 
for prolonged or recurrent headaches. How- 
ever, when a headache persists after adequate 
sinus drainage and treatment by a competent 
rhinologist, the cause of the distress is much 
more likely to be due to some other disease, 
such as migraine. A patient with a so-called 
nasal headache that is not of nasal origin may 
frequently be relieved by cocaine applications 
to the nasal mucus membrane by systemic ab- 
sorption of the drug. Since aspirin tablets are 
sufficient to give relief from migraine in many 
instances, one can easily see why even a trivial 
dose of cocaine is more effective. In many cas2s 
this has led to mistaken ideas as to the origin 
of headache. I am quite certain that the appli- 
cation of cocaine to the nose in the area of the 
sphenopalatine ganglion is no accurate test 
for differentiating between migraine and nasal 
headache. An accurate history of the so-called 
sinus headache will give the true nature of 
the disorder, and the opinion of an expert 
rhinologist is indispensable in making the di- 
agnosis. Perisinal osteomyelitis and pus for- 
mation, particularly between the dura and 
the sinus, may be the cause of distressing 
headache. This pain is persistent and is ac- 
companied by a febrile reaction; the patient 
shows the exhaustion and illness of a person 
suffering from a suppurative disease. The 
same may be said of infection around the 
mastoid bones, for which removal of the in- 
fected bony parts is indicated and usually 
brings relief. 

Chronic headache, originating as a result of 
bacterial infection or drug toxemias, is highly 
prevalent but can be mentioned here only 
briefly. In most eases this type of headache 
can easily be identified by observation of the 
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patient for other indications of inflammatory 
disease or drug toxemia. For example, a head- 
ache in a person who is working in the vicin- 
ity of toxie gases or poisonous drugs, such as 
lead, carbon monoxide, ete., can easily be 
identified by the patient’s occupation; also, 
persons with malaria, undulant fever, tuber- 
culous meningitis, ete., have the earmarks of 
these inflammatory bacterial diseases. Treat- 
ment of this type of headache, therefore, re- 
solves itself into treatment of the specific dis- 
order. 

It is now appropriate to consider the large 
group of neurosurgical disorders that cause 
headache of the chronic type. This headache 
is entirely different from that associated with 
the clinical entities previously mentioned. 
Pain due to brain tumor is the commonest ex- 
ample. In most cases the headache of brain 
tumor has not been present for many years 
as is the case with migraine; it is measured in 
terms of weeks, months, or at the most a few 
years. It is always limited to the cranium, in- 
volving the orbit and occasionally the upper 
jaw, but never the neck or the arm. It begins 
as a minor headache and gradually increases 
in severity with each attack until it becomes 
continuous. However, this continuous head- 
ache occurs only in the late stages of brain 
tumor; earlier, remissions of pain are quite 
the rule and must not mislead the physician 
into believing that brain tumor does not exist. 
There may be personality changes due to a 
brain tumor, such as euphoria, irritability and 
confusion. In the late stages there is stupor 
and even coma, and coincidentally the head- 
ache becomes constant and excruciating. The 
important thing to remember is that the head- 
ache of brain tumor increases in severity 
gradually with each attack and does not in- 
volve the many peculiar mental and physical 
disturbances characteristic of the migraine 
headache with which it is so often confused. 
Certainly when a headache develops that per- 
sists and gradually increases in severity within 
a period of one or two months, it should be de- 
termined whether a brain tumor is the caus- 
ative factor. Sometimes, as has been said, this 
differentiation requires examination of the 
spinal fluid and even pneumo-encephalog- 
raphy. At least a differential diagnosis should 
be made by one who is constantly dealing with 
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these lesions, the two diseases being so similar 
at times as to be almost indistinguishable. 
When the headache of brain tumor exists 
for any great length of time, its periods of 
intensity are likely to be associated with som- 
nolenece, confusion, and nausea. With brain 
tumor, headache may persist for many weeks 
before any other diagnostic sign is apparent ; 
differential diagnosis, therefore, must be made 
early in the course of the disease. When the 
full-blown symptoms of brain tumor have de- 
veloped it is often too late to effect a cure even 
by complete removal. Given the single symp- 
tom of headache, a good neurologist or neuro- 
surgeon will be able to diagnose and localize 
a brain tumor if one exists. One must not wait 
for choked dises, projectile vomiting, paralysis, 
blindness and mental deterioration before 
making the diagnosis. 

Unfortunately the neurosurgeon still en- 
counters brain tumor in a very late stage. A 
vreat majority of the patients have suffered 
from headache for many months; some are 
brought to the neurosurgeon in coma approach- 
ing death, and at a time when the patient is in 
such a sad state of metabolic bankruptcy that 
operation cannot be successfully performed. 
There is always a stage in every case of brain 
tumor when the patient can be examined by 
craniotomy without appreciable risk of opera- 
tive death. The present high mortality rate is 
due largely to the fact that operation is per- 
formed as a last resort. 

All that has been said about brain tumor ap- 
plies, to some extent, to the intracranial blood 
clot, particularly subdural hematoma. Head- 
ache is usually the earliest—and many times 
the only—symptom of this disorder. It is 
persistent and gradually increases in severity. 
Sooner or later the patient becomes somnolent, 
stuporous and comatose. The diagnosis can be 
made during the headache stage and without 
any other symptoms. These large intracranial 
clots are caused by injury, but the injury may 
be so trivial as not to cause a fracture of the 
skull; indeed, it may not attract any unusual 
attention on the part of the patient. The clot 
can be removed by neurosurgical methods 
with local anesthesia and without any great 
risk to the patient. In fact, the operation often 
requires only a tiny trephine opening, no 
larger than a dime, after which the patient 
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recovers dramatically and completely. This is 
a fairly common disorder, but far too many 
people still die from it without benefit of sur- 
gical intervention. 

Another type of intracranial hemorrhage, 
commonly known as spontaneous subarachnoid 
hemorrhage, is now known to be due to rupture 
of an aneurysm on one of the cerebral vessels. 
This disorder occurs most commonly in young 
persons. It is not necessarily due to arterio- 
sclerosis but apparently is a congenital mal- 
formation. In most cases it occurs prior to 
adolescence. This type of hemorrhage occurs at 
the base of the brain, extending out into the 
cerebrospinal fluid-bearing spaces. It is easily 
discovered by a spinal puncture, since blood 
is mixed with the spinal fluid. It is character- 
ized by a sudden violent onset, associated with 
vomiting if the headache is severe enough. 
Stiffness of the neck, slight fever, and rigidity 
of the legs and arms follow, with a great deal 
of constant headache over the entire cranium 
and reaching down the back of the neck. If the 
ruptured aneurysm is in the neighborhood of 
one of the large cranial nerves, there will be 
associated signs of paralysis of this nerve. 
Since the lesion commonly occurs on the first 
portion of the internal carotid artery as it 
enters the cranial cavity, there is often asso- 
ciated paralysis of the third nerve, as indi- 
cated by ptosis of the upper lid, paralysis of 
the external ocular eye muscles causing the 
eyeballs to turn outward, and dilatation of 
the pupil on the side of the hemorrhage. This 
is caused by rupture of the aneurysm directly 
into the oculomotor nerve. If the aneurysm 
is in a location where it presses tightly against 
one of the large sensory roots, such as the 
orbital branch of the fifth cranial nerve, there 
is very severe, sharp pain in the area of dis- 
tribution of this nerve in the orbit and in the 
supra-orbital area. A telltale bloody spinal 
fluid confirms the diagnosis. The next step is 
an attempt to save the patient from secondary 
hemorrhage, which may occur at any time 
from a few days to three weeks after the first 
one. In facet, even though this period passes 
without subsequent hemorrhage, a second one 
is very likely to occur some months or years 
later; the mortality, therefore, eventually 
reaches a virtual 100 per cent. 

The clinical diagnosis of spontaneous 
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subarachnoid hemorrhage caused by ruptured 
aneurysm can be made quite accurately. The 
exact location of the aneurysm can be deter- 
mined by arteriographie study of the cerebral 
vessels. This is accomplished by injecting the 
internal carotid or the vertebral artery, which- 
ever may seem to be supplying the general 
area of the lesion, with thorotrast. Cure of the 
aneurysm then must depend on its exposure by 
craniotomy and by ligation (with a silver clip) 
of the neck of the aneurysm as it comes off the 
vessel to which it is attached. Sometimes this 
vessel itself can be ligated on either side of the 
neck of the aneurysm; in some instances it is 
better to ligate the internal carotid artery in 
the neck. Generally speaking, however, these 
lesions can be localized, exposed, isolated and 
directly ligated, so that a permanent cure will 
result. Strange as it may seem, the operative 
mortality is not great, being less than 20 per 
cent in my own series of cases. 

The problem of intracranial aneurysm is the 
newest challenge to the neurosurgical profes- 
sion. Its importance is indicated by recent in- 
vestigations, which disclose the fact that these 
lesions are found to account for almost 10 per 
cent of sudden deaths among young persons. 

Brain abscess causes headache of a rather 
violent type. It is usually accompanied by 
low-grade fever and signs of meningitis. How- 
ever, this is not always the case. Many times, 
to be sure, there is an acute or subacute sinus 
infection, or a middle ear disease with involve- 
ment of the mastoid. But again, in many in- 
stances, there are no sudden toxic symptoms. 
Apparently the abscess often forms from a 
bacterial embolus, lodging in the brain, which 
has been dislocated from some infective focus 
in a distant part of the body. Indeed, often a 
brain abscess is confused with a brain tumor, 
for the symptoms may be identical. Frequently 
the diagnosis is not made until the lesion is 
exposed at operation. When headache starts 
insidiously and increases in severity over a 
relatively short period—a week or ten days— 
and nausea and vomiting oceur, one should 
suspect abscess, since the size of such a lesion 
increases rapidly. This quickly brings about all 
the symptoms of increased intracranial pres- 
sure. Choking of the optie dises, rather violent, 
occurs within ten days to two weeks after on- 
set of the abscess. One must not be misled into 
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thinking that the abscess is necessarily in close 
approximation to the obviously infected ear 
or nasal sinus. Such a lesion may be the focus 
of infection, but the abscess itself may be on 
the opposite side of the skull cavity. Unless 
there are definite localizing signs of the ab- 
scess, it is well to locate it ventriculograpically. 
Brain abscess nowadays is one of the most 
easily curable diseases of the cranial cavity. 
Usually it is a solitary, cireumseribed col- 
lection of pus and one has only to localize it 
accurately and place a drainage tube through 
a tiny trephine opening into the middle of 
the abscess. The pus drains out, and the abscess 
is completely closed within a week or ten days 
with the aid of modern antibiotic drugs. These 
drugs have so greatly reduced the incidence 
of abscess of the brain so that it has become 
relatively uncommon. When it does occur, the 
outlook for recovery is much better than in the 
past. 

A discussion of chronic headache would not 
be complete without mention of headache 
caused by hypertensive disease. Persons with 
high blood pressure frequently suffer from a 
throbbing headache not localized to any single 
portion of the cranium. When the blood pres- 
sure goes down the headache usually subsides. 
There is no known mechanism for the initia- 
tion of this type of headache. Apparently it is 
due to increased intracranial pressure, which 
in turn is due to a great increase of arterial 
pressure in the cranial cavity. It is common 
knowledge that anything that causes intra- 
cranial pressure may produce a generalized 
headache. There is no treatment for this condi- 
tion except to try to reduce the hypertension. 
One should be cautious, however, not to con- 
fuse the headache of hypertensive disease with 
migraine occurring in a hypertensive person. 


SUMMARY 


Some of the more common types of chronic 
headache are discussed, all of which must be 
well understood and approached from the 
point of view of common sense. The various 
types of headache fit into two large categories : 
(1) migraine and related atypical head pains 
and (2) headaches caused by specific clinical 
entities, for which specific treatments are 
available. For migraine it is important to use 
effective symptomatic treatment. The mental 
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state of the patient requires close attention, 
as he often suffers more from anxiety and 
mental distress than from actual physical dis- 
comfort. The treatment for headache caused 
by specific disorders, however, is entirely dif- 
ferent. Here one must apply the most exact- 
ing diagnostic and therapeutic procedures. 
These are largely concerned with neurosurgi- 
eal diagnosis and mechanical methods. With 
headaches in this category time is an extremely 
important factor, and only the least possible 
amount of it must be allowed to elapse be- 
tween the onset of symptoms and the applica- 
tion of specific surgical therapy. 


SOM MAIRE 


L’auteur discute des maux de téte chroni- 
ques, qui doivent étre compris et traites intelli- 
gemment. Les différents types de maux de téte 
peuvent étre classés en deux catégories: 

1)—Migraines et maux de téte typiques 
apparentés. 

2)—Maux de téte causés par les ‘traitement 
médicaux et spécifiques. 

Pour les migraines, il importe d’avoir re- 
cours a un traitement symtomatique efficace. 
L’état mental du malade demande une étude 
approfondie car ces malades souffrent plus de 
détresse mentale que de troubles physiques. Le 
traitement des maux de téte déterminés par 
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des causes spécifiques est entiérement différ- 
ent. Ici, il faut employer le diagnostic et les 
procédés thérapeutiques les plus précis. 

Ce traitement demande un diagnostic neuro- 
chirurgical et des méthodes graphiques. Avec 
les maux de téte de cette catégorie, le temps 
est un facteur d’une extreme importance et il 
est désirable que le moins de temps s’écoule 
entre l’apparition des symptomes et l’applica- 
tion d’un traitement chirurgicale spécifique. 


RIASSUNTO 


Discute aleune delle piu’ comuni forme di 
cefalea. Queste possono essere raggruppate in 
due larghe categorie: (1) emicranie e cefalee 
atipiche, simili a queste; (2) cefalee dovute a 
cause specifiene. 

In quanto alle emicranie, |’ A. ritiene essen- 
ziales un adeguato tratamento sintomatico. Le 
condizioni mentali richiendono un controllo 
prolungato, minuzioso, in quanto i pazienti 
soffrono in realta’ piu’ di ansie e di preoceupa- 
zioni psichiche che di sofferenze fisiche. 

Le cefalee dovute a cause specifiche vanno 
invece sottoposte a rapide indagini diagnos- 
tiche e misure terapeutiche. I] tempo assume 
infatti-in questi casi-un’importanza fonda- 
mentale: un intervallo quanto piu’ breve 
possibile deve decorrere dall’inizio del sintomi 
all’intervento chirurgico. 


For summary in 
Spanish, see Page 123 
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Obstetrical Emergencies 
W. B. McGEE, M.D., F.A.C.S., F.I.C.S. 


SAN DIEGO, CALIFORNIA 


cause of these toxemias of pregnancy is 

unknown, although many theories have 
been advanced and much research work is 
still being done on the problem. 

Hypertension that develops early in preg- 
nancy, or late in pregnancy with no associated 
gain in weight, no edema, and normal urine 
is usually classified as essential hypertension.’ 

The recurrence of toxemias in future preg- 
naneies varies from 25 to 50 per cent. The 
longer the patient has had the hypertension, 
the greater the recurrence of toxemia and 
even nephritis. The older the patient is, the 
more likely it is that residual damage to the 
kidneys is present. Residual postpartum hy- 
pertension (blood pressure over 140 systolic 
and 90 diastolic) more commonly follows pre- 
eclampsia than eclampsia.” 

Patients with severe pre-eclamptic and 
eclamptie symptoms should be advised to wait 
at least two or three years, and to have their 
blood pressure and renal function checked, 
before they become pregnant again. They 
should be watched more carefully in suceeed- 
ing pregnancies. The more common renal 
function tests used are the urea clearance, 
the urine concentration test, and fifteen-min- 
ute phenosulphothalein tests.* 

Chronic nephritis and essential hyperten- 
sion are generally diagnosed in an early stage 
of prenatal care, whereas the toxemias of 
pregnancy develop usually in the last tri- 
mester. The best prophylaxis against these 
toxemias is good prenatal care, with careful 
attention to gain in weight, blood pressure, 
edema, and urine. Microscopie examination 
of the urine is necessary ; albumen appearing 
therein before the twentieth week of preg- 
naney indicates a bad prognosis for the fetus. 

The signs and symptoms of pre-eclampsia 
are hypertension, blood pressure 140/90 or 
higher, excessive gain in weight, edema of 
the extremities, headache, albuminuria with or 
without casts, drowsiness and epigastrie¢ pain. 
The urinary output is usually decreased ; 
this is thought to be due to arteriolar spasm 
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decreasing the blood flow to the kidneys. The 
treatment is bed rest, preferably in the hos- 
pital, a salt-free, high protein diet, mild seda- 
tives, such as phenobarbital ; careful check of 
the fluid intake and urinary output (the 
twelve-hour output should be recorded from 
7 a.m. to 7 p.m. and the twenty-four-hour out- 
put from 7 a.m. to 7 a.m.), Ammonium chlo- 
ride may be given, since it offers hope of free- 
ing the sodium ion, but it should not be given 
for more than one week, lest acidosis oceur as 
a result. A laxative, such as magnesium sul- 
phate, may be given but should not be con- 
tinued if the patient has hemorrhoids. The 
patient should be weighed daily, and a daily 
urinalysis should be done. The fetal heart 
tones should be checked at regular intervals; 
if any abnormality, such as a rate over 160 or 
under 115 is observed, it may be a sign of 
fetal distress. This condition of the fetus may 
be treated empirically by intravenous admin- 
istration of 500 ec. of 10 to 20 per cent dex- 
trose in water. If the pre-eclampsia does not 
improve, or becomes progressively worse, after 
five to seven days of hospital treatment the 
child should be delivered. A sterile vaginal ex- 
amination will determine whether the cervix 
is ready, and, although it may be long, firm 
and closed, it will sometimes soften up after 
one or two medical treatments with castor oil, 
quinine and enemas. If the cervix is suffi- 
ciently dilated, the membranes may be rup- 
tured and delivery accomplished from below. 
Premature babies should be delivered by epi- 
siotomy, to protect the fetal head. The anes- 
thetic should be either local or low spinal. 
Should the cervix remain firm, a low cervical 
cesarean section should be done with either 
local or low spinal anesthesia. 

Eclampsia is an advanced stage of pre- 
eclampsia and is associated with convulsions 
and coma. Pre-eclampsia is a mild pathologic 
condition, but eclampsia is a serious disease. 
Maternal mortality in the United States ranges 
from 10 to 15 per cent. This high mortality 
rate is undoubtedly due to radical treatment, 
such as accouchment force and cesarean sec- 
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tion before the convulsions are controlled. In 
well-conducted hospitals where conservative 
treatment is the usual procedure the maternal 
mortality ranges from 5 to 8 per cent. If the 
critically ill patient has anuria and is not im- 
proving, we have tried to relax the vasospasms 
with: First, parasympathetic block with pro- 
caine; second, high spinal anesthesia; third, 
1,000 ec. of 0.1 per cent intravenous procaine 
solution in 5 per cent dextrose in water; and 
fourth, etamon, hoping that it will relax the 
arterial vasospasms and increase the blood 
supply to the kidneys. 

When the patient has convulsions, she 
should be put into a dark and quiet room with 
constant attendance. Continuous oxygen should 
be given for cyanosis, which is usually present, 
and the patient should be protected from in- 
jury by tongue depressors between the teeth 
and side boards on the bed to prevent falling. 
Delivery should not be contemplated until 
the convulsions are controlled. The patient 
should be sedated with morphine, especially 
it the respirations are rapid, and small doses 
of barbital, preferably phenobarbital, given 
intra-museularly. A retention catheter is in- 
serted so that a careful check of the urinary 
output can be maintained. In my opinion, no 
drugs should be given that lower the blood 
pressure, such as veratrum viride (veratrone), 
as the rise in blood pressure is a physiologic 
response to force out toxins through the dam- 
aged kidneys.‘ It is known that if the blood 
pressure is lowered there is an undesirable 
suppression of urinary output.’ The prognosis 
of eclampsia becomes worse with rising tem- 
perature and pulse rate, increased respiration 
and uncontrolled convulsions. Five hundred 
ee. of 10 to 20 per cent dextrose in water is 
given intravenously and repeated at eight- 
hour intervals. Venesection is contraindicated, 
because most eclamptie patients have second- 
ary anemia and may lose a large amount of 
blood with the delivery. Twenty ce. of 10 per 
cent magnesium sulphate may be added to the 
dextrose, but too large a dose of this drug may 
cause respiratory embarrassment. Death is 
generally due to overwhelming toxemia and 
pulmonary edema. 

After the convulsions are controlled, if labor 
has not begun spontaneously, medical indue- 
tion may be tried. Bags and bougies are contra- 
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indicated, but rupture of the membranes is a 
very good procedure. Should the cervix be 
long, hard and closed, a low cervical cesarean 
section should be done with the patient under 
local or low spinal anesthesia, if a good anes- 
thetist is available.® 

Placenta Praevia: Maternal mortality from 
hemorrhage has not been decreased as much 
as mortality due to other causes. Placenta 
praevia carries a high maternal mortality and 
a still higher fetal mortality. The incidence of 
placenta praevia, in a large series of cases, is 
about 0.8 per cent and accounts for 15 to 20 
per cent of maternal deaths. 

The diagnosis of placenta praevia is based 
on painless, causeless bleeding in the last tri- 
mester. The head is often not engaged, and 
the fetal heart tones are generally normal in 
rate and rhythm. In diagnosis, the condition 
should differentiated from abruptio 
placentae, lesions of the cervix (such as ero- 
sions and carcinoma ), varicosities of the vulva 
and the vagina, and hemorrhoids. If the pa- 
tient is seen at home, she should not be sub- 
jected to a vaginal examination or a vaginal 
pack. Rectal examination is always contra-in- 
dicated. She should be transported to the 
hospital in an ambulance; the blood should be 
typed immediately and the Rh factor de- 
termined. If no blood bank is available, at 
least two cross-match donors should be held in 
readiness. If possible, roentgen examination 
should be made or air cystograms taken, the 
lateral views being more important than the 
anterior-posterior views.’ Besides helping with 
the diagnosis, the roentgen ray may reveal a 
deformed fetus. The incidence of monsters is 
high in cases of placento praevia; about 4 per 
cent, which is three or four times the percent- 
age of fetal abnormalities in normal deliveries. 

If a diagnosis of placenta praevia is made 
by roentgen study, vaginal examination should 
be deferred or omitted. A sterile pelvic exam- 
ination should be done in the hospital, where 
the delivery room should be set up for delivery 
and the operating room in readiness for an 
emergency cesarean section.* Vaginal packing 
is contraindicated, because it may mask the 
symptoms of bleeding and cause further sep- 
aration of the placenta with more marked 
internal bleeding. On pelvic examination the 
cervix is usually found to be soft and sue- 
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eulent, owing to a marked inerease in vas- 
cularity of the lower uterine segment. The 
cervix is usually dilated 2 or 3 em., and the 
placenta can be felt by manual examination. 

If the bleeding is not severe and is not in- 
creased by pelvic examination, and if the 
fetus is small, watchful expectancy may be 
tried. The patient must remain in the hospital 
under observation, if it is deemed advisable to 
wait for the fetus to increase in size. 

Marginal and lateral placenta praevia with 
slight bleeding and some softening and dila- 
tation of the cervix may be treated by ruptur- 
ing the membrane and applying gentle trac- 
tion on the fetal scalp with a Willett or a 
vulsellum forceps. 

If the patient has a central placenta praevia, 
regardless of the size of the fetus or whether 
it is a monster, she should be delivered by 
cesarean section, as this is primarily a mater- 
nal indication and secondarily a fetal indica- 
tion. 

Pituitrin and other oxytocie drugs are con- 
traindicated in cases of placenta praevia, 
because of the deep tears in the cervix and the 
lower uterine segment that may result from 
their use. 

Vaginal cesarean section is contraindicated 
because of profuse bleeding from the varicos- 
ities in the lower uterine segment. If the fetus 
is delivered from below, the third stage should 
be watched very carefully, and if a severe hem- 
orrhage follows, the placenta should be removed 
manually and the cervix and lower segment 
earefully inspected with wide retractors and 
sponge forceps before the uterus is packed. 

If a cesarean section is performed, the low 
cervical type is advocated, because the pla- 
centa site is in the fied of operation and the 
bleeding sinuses can be sutured or the uterus 
packed with the bottom end of the pack pushed 
through the cervix into the vagina. It is good 
practice to start the cesarean section with a 
blood transfusion, having additional blood 
available if necessary. Low spinal anesthesia, 
in good hands, is the anesthesia of choice. 

Cesarean section hysterectomy may be ad- 
vised if the patient has an intra-uterine infec- 
tion or if uncontrollable bleeding is observed 
at operation. 

Extraperitoneal cesarean operations are 
contraindicated because of the increased vas- 
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cularity of the lower uterine segment and the 
bladder. Bags and versions are also contra- 
indicated. 

The prognosis of placenta praevia is im- 
proved by giving transfusions to replace 
more blood than is lost. 

Premature Separation of the Placenta: 
Abruptio placentae is premature separation of 
a normally implanted placenta, generally oe- 
curring during the last trimester of preg- 
naney. 

A good prophylactic measure is to get the 
blood type and Rh determination at the time 
blood is drawn for an antepartum Wasser- 
mann test. 

The cause of this accident is not known, but 
toxemia and occasional trauma may be asso- 
ciated with the condition. 

The diagnosis is usually made from a his- 
tory of severe abdominal pains, external 
vaginal bleeding, or signs of hemorrhage, 
such as rapid pulse, a blood count showing 
anemia and leukocytosis, pallor, and dyspnea. 
The symptoms and seriousness of the condition 
depend upon the amount of separation of the 
placenta and the extent of loss of blood. In 
many eases retroplacental clots are the sole 
means of diagnosis. The fetal heart tones may 
become irregular and fast, and if they disap- 
pear the baby has died. The uterus usually 
feels firm, boardlike and tender. In most cases 
bleeding eventually appears, associated with 
a fall in blood pressure, even in cases of tox- 
emia. Evidence of shock appears early and is 
out of proportion to the amount of blood lost. 
The hemorrhage may be concealed by the pre- 
senting part of the fetus or by membranes 
blocking the cervix. The patient should be 
given morphine for the pain and shock and 
hospitalized as soon as the diagnosis is sus- 
pected.”° 

There are two accepted forms of treatment : 
first, conservative, with delivery from below. 
This method seems to be the one of choice at 
present. If delivery is contemplated from be- 
low, the membranes should be ruptured, en- 
abling the uterus to contract more efficiently. 
This will also demonstrate any internal bleed- 
ing. Tight abdominal binders and pituitrin are 
contraindicated. Pituitrin only stimulates a 
tired tetanic uterus into further activity, 
causing more bleeding into the myometrium. 
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This condition makes the shock more profound. 
The shock should be combated with intra- 
venous dextrose in distilled water and plasma 
while the patient’s blood is being typed and 
donors cross-matched. If the uterine contrac- 
tion has any semblance of rhythm, a sterile 
vaginal examination in the hospital should be 
done to rule out placenta praevia and to de- 
termine the dilatation and softness of the cer- 
vix. Rupture of the membranes also shortens 
the labor. Labor is usually short owing to the 
tumultuous pains.'' Intravenous ergotrate 
should be given at the end of the second stage. 

Second, low cervical cesarean section is 
sometimes done for the fulminating type with 
complete separation of the placenta when the 
cervix is long, firm and closed, whether the 
baby is dead or not. Before the cesarean sec- 
tion is started, the patient should be given a 
transfusion and another donor held in readi- 
ness. After the baby is extracted, the patient 
should be given intravenous ergotrate to see 
whether it will contract the uterus to normal. 
If a Couvelaire uterus is found, it should be 
watched for a short time, as the tendency is 
swinging away from cesarean hysterectomy. 
If the uterus continues to bleed, it can be 
packed with the bottom end of the pack 
pushed through the cervix into the vagina. In 
suturing the uterus, care should be taken not 
to incorporate the pack with any of the su- 
tures. 

All in all, the tendency is toward more con- 
servative treatment of premature separation 
of the placenta. 

Ruptured Uterus: Fortunately, the condi- 
tion is comparatively rare. The diagnosis is 
often very difficult to make and in some cases 
is made only at autopsy. Although perforation 
of the uterus is common as a result of instru- 
mentation early in pregnancy for either thera- 
peutic or criminal abortion, it will not be dis- 
cussed in this short paper. 

Traumatic rupture of the uterus is most 
commonly seen during labor but may occur 
spontaneously in the last trimester of preg- 
naney. The incidence of this complication in- 
creases with multiparity and age; most of the 
patients have borne three or more children and 
are over 35 years of age. The picture often re- 
sembles that seen in eases of ruptured ectopic 
pregnancy. Hemorrhage, which is associated 


with this condition, is very serious, owing to 
the shock caused by blood loss and peritoneal 
irritation. External bleeding may be slight 
and is seen only in about 10 per cent of the 
cases.?? 

Rupture in an obstructed labor usually oc- 
curs in the lower uterine segment, while the 
spontaneous or “quiet” rupture usually occurs 
in the body of the uterus. Traumatic rupture 
is twice as common as any other type. The ma- 
ternal death rate is very high, ranging from 
35 to 60 percent in a series of cases from large 
clinies.* The fetal mortality runs from 80 to 
90 percent. 

The most common causes are: version and 
extraction ; scars of previous cesarean sections, 
especially of the classic type. The site of a 
previous cesarean section scar always shows 
fibroblasts microscopically,’* and when a rup- 
ture occurs in this site at a later pregnancy it 
is probably due to an infection or poor ap- 
proximation of the tissues. Other common 
causes are oxytocic agents; dilatation and 
curettage; degenerating fibroids; previous 
placenta attachments associated with placenta 
and placenta accreta ; neglected cephalo-pelvic 
disproportion; abnormal presentations, and 
ill-timed forceps deliveries. In manual dilata- 
tion the cervix is usually torn, and the lesion 
may extend up into the uterine vessels and the 
lower uterine segment. The latter is more often 
seen in an elderly primipara with a rigid, un- 
ripe cervix, or a scarred cervix from cervical 
cautery and cervical trachelorraphys. Disten- 
tion from multiple pregnancies and polyhy- 
dramnios apparently play no role. In review- 
ing the etiology of the ruptured uterus, it can 
be seen that in most cases the accident is pre- 
ventable. 

Diagnosis is usually made when the patient 
complains of a sharp tearing pain, which may 
or may not continue. If there is an incomplete 
rupture and the bleeding is extraperitoneal, 
between the leaves of the broad ligaments, the 
pain may be severe, probably because of 
stretching of the peritoneum. The amount of 
shock may be out of proportion to the amount 
of blood lost. Most of these patients show some 
blood in the urine, probably appearing as a 
result of disturbance of the vesical mucosa. In 
nearly all cases of rupture there are signs of 
concealed hemorrhage and shock. Fetal move- 
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ment usually ceases, and no fetal heart tones 
can be heard. Patients may have an area of 
tenderness in the abdomen, and if they are in 
labor the uterine contractions generally cease. 
The fetus may be palpated just under the ab- 
dominal wall and the uterus felt below it. In 
some questionable cases, hysterosalpingogra- 
phy may help with the diagnosis. 

With bimanual pelvic examination, the 
uterus may be felt below the fetus, and some 
tears can be found by intrauterine palpation. 
After version and extraction, it is always wise 
to check the uterine cavity for such a compli- 
cation. 

The prognosis of complete rupture before 
delivery is very serious for the mother and 
practically 100 percent fatal for the fetus. The 
maternal prognosis is more favorable if the 
rupture occurs in the hospital, where active 
treatment can be instituted at once. The 
seriousness of the ease is definitely influenced 
by the time factor in diagnosis and active 
treatment for hemorrhage and shock. Post- 
operative infection is a common and serious 
complication. 

The treatment is based on prevention. In a 
large percentage of cases the accident can be 
attributed to attempts of the attendant to 
hurry the labor. All patients who have had 
previous operations on the uterus, such as 
cesarean sections, should be watched very 
closely. It is our opinion that a repeat cesarean 
section should be done around the thirty- 
eighth or thirty-ninth week of pregnaney un- 
less the patient comes into the hospital with 
delivery imminent. 

In prolonged labor, the anterior lip of the 
cervix sometimes impinges under the sym- 
physis, which causes a very thin stretching of 
the lower uterine segment and is often a fore- 
runner of Bandl’s ring. A threatened rupture 
ean often be diagnosed by the rising Bandl’s 
ring.’® 

Shoek should be treated with morphine and 
continuous oxygen. In eases of early spon- 
taneous rupture of the uterus the patient 
should always be subjected to an exploratory 
laparotomy. Plasma and blood transfusions 
should be started at the time of operation. It 
is usually advisable to do a supracervical hys- 
terectomy, but when a child is very desirable 
and important to the patient the rent may be 
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repaired and an elective cesarean section done 
with the next pregnancy. A total hysterectomy 
should never be done in cases of rupture, as it 
is a formidable operation even with the patient 
in good condition. Some surgeons advise tubal 
ligation if the uterus is repaired. Continuous 
oxygen and low spinal anesthesia is probaly 
the anesthesia of choice. A uterine pack is 
sometimes used to help control the bleeding 
and keep the intestines out of the vagina while 
the patient is being prepared for a laparotomy. 
If intravenous plasma and blood are given too 
soon, it may raise the blood pressure enough 
to force more blood through the tear into the 
peritoneal cavity, but the transfusion should 
be running at the time operation is begun. 
Postpartum Hemorrhage: Hemorrhage is 
still the principal cause of death in pregnancy 
and accounts for 30 percent of maternal deaths 
in the United States. For this reason the 
fourth stage of labor, that is, the hour follow- 
ing delivery of the placenta, is very impor- 
tant.'® If a patient’s blood count is not checked 
during the later part of her prenatal care, she 
may come to delivery with severe secondary 
anemia, in which case a small loss of blood 
would be a serious complication. The blood 
loss from delivery averages about 150 ec.; 
anything over 300 ec. should be considered a 
hemorrhage. Long, tedious labors with a fluid 
loss due to dehydration may become very 
serious as a result of moderate hemorrhage.’ 
The chief cause of postpartum hemorrhage 
is atony of the uterine musculature, and 
uterine inertia may continue into the fourth 
stage of labor. Multiple pregnancies and poly- 
hydramnios may also disturb the normal con- 
tractions of the uterine musculature. Prepara- 
tion for an emergency in these cases should be 
the usual routine. Retained secundines and/or 
membranes are probably the second most 
common cause of postpartum hemorrhage. 
The patient may not bleed for as late as seven 
to ten days after delivery.'® Lacerations of the 
birth canal are usually diagnosed by finding 
the corpus uteri firm, and by a steady, con- 
tinuous flow of bright red blood. Inspection 
of the vagina with wide retraction and of the 
cervix with two sponge sticks going completely 
around it will often show the site of bleeding. 
Tears in the lower uterine segment and the 
fundus of the uterus can be palpated. 
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Patients with postpartum hemorrhage usu- 
ally show a soft, atonie uterus that -becomes 
large and refills after the clots have been ex- 
pelled. Blood pressure, pulse, respiration and 
cold beads of perspiration show the early 
signs of shock and collapse. The most serious 
hemorrhages are those that bleed in spurts 
with large clots. Because the uterus contracts 
and then relaxes, the attendant usually pro- 
erastinates and does not actively treat the 
hemorrhage.’® The most conservative treat- 
ment is intravenous infusion of ergotrate and 
lee. of pituitary extract in 500 ee. of dextrose 
in water. The corpus uteri should be watched 
from one to two hours after delivery. 

If more than 300 ce. of blood is lost before 
the placenta is delivered, it should be removed 
manually, care being taken to separate the 
placenta intact. At the same time, the body 
of the uterus can be explored for lacerations 
and/or rupture. If any retained succenturiate 
lobes and/or membranes are found, they 
should be removed. If the bladder has not 
been previously emptied, the patient should be 
catheterized. 

The treatment of hemorrhage is one of pre- 
vention. If the patient has had an inhalation 
anesthesia which tends to slow down the nor- 
mal physiologic separation of the placenta, 
she should be given intravenous ergotrate as 
the head is coming over the perineum. The 
fetus should be very slowly delivered,”° which 
helps the uterus to contract and separate the 
placenta. The Crede method of massaging the 
uterus should be condemned. The attendant 
should frequently palpate the corpus uteri to 
see when the placenta has separated, but 
should not massage the uterus. Trying to ex- 
press the placenta before it is separated can 
cause extra blood loss. The placenta should be 
removed manually if it can not be expressed 
one hour after delivery. If the patient has her 
blood typed and the Rh factor determined at 
the time the prenatal Wassermann specimen is 
drawn, many valuable minutes can be saved 
in acquiring blood for transfusion. In aeute 
emergencies, type O, Rh-negative blood may 
be used. The important thing is to save blood 
by not doing an episiotomy until the fetal 
head is ready to be delivered over the perin- 
eum. The use of forceps before complete dila- 
tation has taken place may tear the cervix and 
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the vagina. The blood lost should be replaced 
with an equal amount by repeated blood trans- 
fusions. Plasma may be started while the 
blood is being typed and cross-matehed. When 
the placenta is inspected and not found intact, 
the retained cotyledons should be removed 
manually. If the hemorrhage is severe, trans- 
fusions may be given through any one of five 
portals: both arms, both ankles, and the ster- 
num. Oxygen should be given continuously to 
combat the anoxemia to the brain, which may 
leave permanent damage even though the pa- 
tient lives. 

The lacerations should be repaired and the 
bleeding points ligated. If the uterus continues 
to relax, it may be packed with oxidized cellu- 
lose gauze, which comes in four-yard uterine 
packs. If this does not control the bleeding, it 
may be necessary to pack the uterus with a 
5-yard gauze packing. This is done by insert- 
ing the hand into the uterus, and with a dress- 
ing forceps carefully pushing the gauze up to 
the tips of the fingers, where they in turn pack 
the uterus tightly as the hand is slowly with- 
drawn. After the uterus is firmly packed, the 
vagina is packed also. This pack should be re- 
moved very slowly after twelve hours, with 
1 ee. of ergotrate administered before removal. 
Prophylactic antibiotics and sulfa drugs 
should be given to combat any infection that 
may develop. 

In rare eases the patient continues to bleed 
through the uterine pack, and in these in- 
stances the shock must be treated by replacing 
the blood lost and an abdominal hysterectomy 
performed even in primiparas. This seems a 
radical procedure, but it may be the only thing 
that will save the patient’s life.*" 


SUMMARY 


Pre-eclampsia, eclampsia, placenta praevia, 
abruptio placentae, uterine rupture and _ post- 
partum hemorrhage are discussed in the light 
of modern knowledge and the author’s experi- 
ence. Technies for dealing with each condition 
are outlined. 


SOM MAIRE 


L’auteur discute, en tenant compte des con- 
naissances modernes et de sa propre expér- 
ience, la pré-eclampsie |’éclampsie, la placenta 
praévia, l’abruptio-placentae, la rupture de 
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Vutérus et ’hémorragie postpartum. I] décrit 
les techniques employeés dans chague ces. 


RIASSUNTO 


Diseute la pre-eclampsia, l’eclampsia, la 
placenta previa, il distaeco della placenta 
normalmente inserta, la rottura dell’utero e 
Vemorragia post-partum in base ai concetti 
piu’ moderni e l’esperienza personale dell’A. 
Passa in rassegna le cure piu’ opportune per 
ognuna di queste complicazioni. 


REFERENCES 


Dieckman, W. J.: Am. J. Obst. & Gynee. 54:956, 
1947. 

Chesley, L. C. and Annitto, J. E.: Am. J. Obst. 
& Gynec. 53:372-381, 1947. 

Dieckmann, W. J.: Toxemias in Pregnancies. St. 
Louis: C. V. Mosby Co., 1941. 

McGee, W. B.: Alabama Med. Assoc. J. 5:1, July 
1935. Abstracted J.A.M.A. Sept. 7, 1935. 


. Willson, J. R.: Am. J. Obst. & Gynec, 52:273-283, 


1946, 
Greenhill, J. P.: 
1946; editorial. 


LL 
Year Book of Obst. & Gynec., 


1516 Lake Shore Drive 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


For summury in 
Spanish, see Page 123 


Copies of the Revised Constitution and Bylaws 
Are Now Ready for Distribution 


All who are interested in membership qualifications should write to the 


Secretary, International College of Surgeons 


. Delfs, E., and Eastman, N. J.: 


JANUARY, 1950 


Bishop, P. A.: S. Clin. North America, 25:1394- 
1407, Dee., 1945. 


. Titus, Paul: Management of Obstetrical Difficul- 


ties, St. Louis, C. V. Mosby Co., 1945. 
Davis, M. E., and Campbell, A.: Surg., Gynec. & 
Obst. 83:777-778, 1946. 


. Davis, M. E., and MeGee, W. B.: Surg., Gynec. 


& Obst. 53:768-779, 1931. 
Gustafson, G. W.: Am. J. Obst. & Gynec. 49:103- 


113, 1945. 
Canad. M.A.J. 
52 :376-381, 1945. 
Tollefson, D. G.: West. J. Surg. 53:54-61, 1945. 
Schwartz, O. H.; Paddock, R., and Bortnick, A. 
R.: Am. J. Obst. & Gynec. 36:962, 1938. 
DeLee, J., and Greenhill. J. P.: Principles and 
Practice of Obstetrics, W. B. Saunders Com- 
pany, Philadelphia; 9th ed., 1947. 


. Greenberg, E. M.: Am. J. Obst. & Gynec. 52:746- 


755, 1946. 

Odell, L. D.; Randall, J. H., and Scott, G. W.: 
J.A.M.A. 183:735-739, Mareh 15, 1947. 

Erving, H. W., and Power, H. A.: Am. J. Obst. 
& Gynec. 53: 1019-1023, 1947. 


. Javert, C. T.: Am. J. Obst. & Gynec. 54:1028- 


1032, 1947. 

Dieckmann, W. J.; Odell, L. D.; Williger, V. M.; 
Seski, A. G., and Pottinger, R.: Am. J. Obst. 
& Gynec. 54:415-427, 1947. 

Hunt, A. B.: Am. J. Obst. & Gynec. 49:246-252, 
1945. 


Chicago, Ill. 


8 
9. 
10 
ag. 
12 
13, 
14. 
3 15. 
16 
2. 
18. 
3. 
4. 
20. 
5 
4 
70 


Clinicopathologic Study of One Hundred 
Consecutive Thyroid Procedures 


BERNARD J. FICARRA, M.LD., F.A.CS., F.I.CS. 
BROOKLYN, N. Y. 


is presented for study for several defi- 

nite reasons. First, almost all of the 
patients were treated individually from the 
beginning of preoperative therapy to the con- 
clusion of postoperative management. Second, 
certain significant facts were revealed and a 
new symptom of hyperthyroidism was ob- 
served. Third, the use and abuse of antithyroid 
drugs, plus their value in the eradication of 
thyroid crisis, were studied. Fourth, elective 
tracheotomy following certain thyroidectomies 
was demonstrated to be a valuable surgical 
asset. Last, the pathologic conditions observed 
included practically all types of thyroid 
disease except Riedel’s struma. For these 
reasons it is believed that the series is worthy 
of eritical study. 


Tis: modest series of thyroid procedures 


CLINICAL STUDY 


The patient with hyperthyroid disease is 
different from any other patient encountered 
by the surgeon. Hyperthyroidism may affect 
any or all of the organs of the human body, 
and the disease process is protean in its man- 
ifestations. A common symptom infrequently 
described is phobia.’ In this series, by careful 
interrogation, it was possible to confirm the 
presence of a phobia in almost all patients 
with severe hyperthyroidism. Special attention 
is called to this symptom because of its fre- 
quent association with hyperthyroid disease 
and because often the patient is erroneously 
sent to the department of psychiatry when he 
should be sent to a thyroid clinic instead. 

Among the phobias associated with hyper- 
thyroidism are claustrophobia (fear of con- 
fined places); monophobia (fear of being 
alone) ; ochlophobia (fear of erowds) ; acro- 
phobia (fear of high places) ; anthrophobia 
(fear of men) ; gynophobia (fear of women) ; 
hematophobia (fear of blood) ; nyetophobia 
(fear of the dark); zoophobia (fear of ani- 
mals); taphephobia (fear of being buried 
alive), and astraphobia (fear of thunder). 


These patients also afforded material for 
a study of borderline hyperthyroidism.* The 
management of patients with borderline 
hyperthyroidism demands careful observation 
by the surgeon, since it is he who assumes the 
final responsibility of operation. Unless he is 
alert, he may perform a thyroidectomy only to 
find that the preoperative symptoms persist 
or become more marked after the operation. 
Psychosomatic symptoms have been demon- 
strated in many patients without thyroid 
hyperfunction. Psychoneurotie states are 
notorious for simulating hyperthyroidism. 
Hospitalization is a valuable aid in the differ- 
ential study of this type of patient. Function- 
ally disturbed patients improve remarkably 
when they are placed in a hospital; they are 
liberated from family entanglements, and 
mental relief occurs in a few days. Freedom 
from noxious mental stimuli eliminates the 
tachyeardia and the nervous symptoms. 

A third observation in the clinical picture 
of hyperthyroidism centers about the exacer- 
bation of symptoms during the climacterium.*® 
During this period many patients with latent 
hyperthyroidism suddenly present the classic 
picture of this disease. Such patients may need 
thyroidectomy for correction of their distress ; 
others of menopausal age can be managed sat- 
isfactorily with adequate medical therapy. A 
third type of menopausal patient is the woman 
who has had a thyroidectomy and yet shows a 
recurrence of hyperthyroid signs and symp- 
toms. Judicious study of this type of patient 
often obviates the need for operation if the 
antithyroid drugs are properly employed. 


PREOPERATIVE PREPARATION 


In years past, the greatest danger to the 
hyperthyroid patient was thyroid crisis.‘ The 
advent of the antithyroid drugs has reduced 
the incidence of crisis to a negligible figure. 
However, the exact indications for employing 
the thiourea group of drugs is frequently 
confused, and this confusion has resulted in 
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Fig. 1. Hemisected specimen of thyroid adenoma (x 3). 


misinterpretation of the value and usage of 
these drugs. The current study of 100 thyroid 
patients surgically treated and many others 
treated without surgical intervention has re- 
sulted in several conclusions based per- 
sonal experience. These conclusions may be 
listed as follows: 

1 The antithyroid drugs (thiouraeil, thio- 
barbital and proply-thiouracil) do not offer a 
permanent cure for severe hyperthyroidism. 

2. Certain risks are involved in prolonged 
use of the thiourea drugs, especially in the 
presence of adenomatous lesions. The most 
formidable danger is the possibility of stimu- 
lating carcinomatous change. 

3. The use of antithyroid drugs in prepar- 
ing the hyperthyroid patient for operation is 
one of the greatest therapeutic assets of sur- 
gery of the thyroid. 

In this series, 54 patients were given propyl- 
thiouracil plus Lugol’s solution as a preoper- 
ative medication. Forty-four received Lugol’s 
solution without the thiourea drug. Two 
patients did not receive either Lugol’s solution 
or thiouracil, because a preoperative diagnosis 
of a thyroglossal cyst or sinus had been made 
in each ease. 


A preoperative study of our patients re- 
vealed many associated diseases, which were 
listed as: 


Hyperthyroid heart disease ....9 cases 
Tuberculosis (pleural effusion) ..4 eases 
Diabetes mellitus ...............8 eases 
Thrombophlebitis (chronic) .....2 cases 

Neurosis ... 


Fig. 2. Elective tracheotomy following thyroidectomy 
for massive substernal adenomatous colloid goiter. 
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routine subtotal procedure was employed in 80 
cases for either primary hyperthyroidism or 
adenomatous colloid goiter with or without 
hyperthyroidism. Hemithyroidectomy was per- 
formed 13 times. Two patients underwent two- 
stage operations (hemithyroidectomy, first 
right and later left) for severe hyperthyroid- 
ism. Five patients underwent hemithyroidec- 
tomy for adenoma; 4 others underwent the 
same procedure for fetal adenoma. 

In 2 eases simple excision of a benign ade- 
noma was performed. Both adenomas were 
cystic in appearance, without macroscopic 
evidence of malignancy. Hemithyroidectomy 
was performed in the other cases of adenoma 
because of the high incidence (about 7 
per cent) of carcinomatous change in adenoma. 

Two patients were treated who had thyro- 
glossal cysts and sinuses. They were operated 
on without any preoperative medication. 

An operative procedure worthy of emphasis 


Prior to operation it was necessary to pre- 
pare those patients who had cardiac disease. 
This was done by a competent cardiologist. In 
addition to cardiac dysfunction, hyperthyroid- 
ism is notorious for accelerating tuberculosis 
and diabetes. In this series 4 patients had 
tuberculosis with or without pleural effusion. 
Three others had diabetes mellitus. In 2 in- 
stances chronic thrombophlebitis was encount- 
ered; both patients had had a bilateral liga- 
tion of the saphenous vein prior to 
thyroidectomy. For patients with neuroses the 
aid of a psychiatrist was enlisted both before 
and after operation. 


OPERATIVE PROCEDURES 


The operation performed was determined by 
the operative status of the patient and the 
pathologie condition under consideration. 
These procedures were performed: 


Total thyroidectomy .......... 6 cases 
Subtotal thyroidectomy ........ 80 cases 
........... formed on 3 patients at the time of the opera- 
ane he at eet thyroi d tion. An elective tracheotomy is to be advo- 
cated for patients with large colloid goiters 
Excision of thyroglossal cyst producing tracheal compression and/or marked 
when there is substernal extension of the 
gland.® In the 3 cases in which this treatment 


was employed, a satisfactory outcome would 
have been questionable without an elective 
tracheotomy. 


Total thyroidectomy was performed in those 
cases in which carcinoma was known, sus- 
pected or confirmed by histologic study. A 


Fig. 3. Operative specimen removed from patient, showing tracheotomy tube. The 
diagnosis was adenomatous colloid goiter. 
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PATHOLOGIC PICTURE 


Histologie study of the 100 operative speci- 
mens demonstrated almost all the types of 
thyroid disease except Riedel’s struma. The 
final pathologie diagnoses fell into the follow- 
ing groups: 


Primary hyperthyroidism (toxic 
Adenomatous colloid goiter with 
secondary hyperthyroidism ..15 cases 


Adenomatous colloid goiter .... 5 eases 
4 cases 
Simple adenoma .............. 5 cases 
Adenoecareinoma ......--... 6 eases 
Hashimoto’s disease (struma 
lymphomatosa) ............. 3 eases 
Thyroglossal eyst and sinus .... 2 cases 


Seventy-five per cent of the patients in this 
series had hyperthyroidism. Sixty of these 
were classified as showing primary hyperthy- 
roidism; in the remaining 15 eases the final 
diagnosis was adenomatous colloid goiter with 
secondary hyperthyroidism. Five patients had 
adenomatous goiter without hyperthyroidism. 
This group of 80 patients presented no un- 
usual pathologie conditions. 

Fetal adenoma was diagnosed in 4 instances. 
This type of adenoma is composed of small 
solid vesicles in which no lumen and no colloid 
are observed. Fetal adenomas are compactly 
arranged and frequently develop into malig- 
nant adenomas. 

Thyroid adenomas in 7 per cent of cases 
progress to malignancy. In this series non- 
malignant adenomas were seen in 5 patients. 
Adenocarcinoma was encountered 6 times. 

This series is too small to be of value in ae- 
curate determination of the frequency of 
malignant thyroid disease. Adenocarcinoma is 
an insidious invader of blood vessels. This 
invasion may produce metastases from a small 
nodule and may necessitate a radical dissec- 
tion of the neck, ineluding the sternocleido- 
mastoid muscle and the internal jugular vein. 

The rapid invasion of adenocarcinoma may 
bring into view metastatic nodules along the 
anterior border of the sternocleidomastoid 
muscle. These nodules were previously thought 
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to be lateral aberrant thyroid tissue. It was 
believed that, in the course of embryonic de- 
velopment, any thyroid tissue that persisted 
outside the thyroid proper was aberrant 
thyroid tissue.’ This aberrant tissue was be- 
lieved to undergo malignant changes. More 
recent knowledge has clarified this problem. 
It is now believed that what was formerly 
designated as aberrant thyroid tissue is actu- 
ally metastatic thyroid carcinoma. Patients 
with this condition should be treated by radi- 
cal operation and irradiation. 

An unusual pathologie entity in the thyroid 
gland is struma lymphomatosa, or Hashimoto’s 
disease. This condition was encountered 3 
times in 100 operative cases. The gland of 
struma lymphomatosa on palpation has a dif- 
fuse, pebbly sensation. It feels as hard as the 
thyroid gland of primary hyperthyroidism 
with iodine involution. The superior poles are 
extremely broad, being broader than the poles 
of the gland in eases of primary hyperthy- 
roidism.® The pyramidal lobe may be enlarged 
in a manner similar to the enlargement of the 
lobe in patients with primary hyperthyroid- 
ism. 

Micropathologie study of this disease re- 
veals a dense, diffuse lymphoid infiltration 
between the follicles, with occasional forma- 
tion of secondary nodules. Sometimes these 
follicles are extremely prominent, so that the 
microscopic picture may closely resemble a 
lymph node; hence the term struma lympho- 
matosa, or, as it is sometimes called, lymph- 
omatoid goiter. There tends to be a variation 
in the intensity of lymphocytic infiltration, 
ranging from occasional scattered lymphocytes 
among colloid-containing follicles (or even 
absence of infiltration in certain areas) to 
complete displacement of the normal thyroid, 
with confluent masses of lymphocytes forming 
secondary nodules. 

Two patients with thyroglossal cyst and 
sinus were operated upon. Both were adults 
with a history of drainage in childhood fol- 
lowed by intermittent healing and reopening. 
In both cases the sinus opening was found in 
the midline between the thyroid isthmus and 
the hyoid bone. The sinus could be palpated 
longitudinally and suggested a cord extend- 
ing from the external opening to the level of 
the hyoid bone. 
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Fig. 4. Microscopic section showing papillary adenocarcinoma of the thyroid 
gland. 


Fig. 5. Microscopic section (x 170) of thyroid gland, showing lymphocytic infiltra- 
tion and giant cells in a case of struma lymphomatosa (Hashimoto’s disease). 
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END RESULTS 


In May 1946 the first patient in this series 
was operated on. To the time of writing all 
have been followed up by personal eall, tele- 
phone or letter. The postoperative follow-up 
therefore is accurate. The hospital statistics 
show that among these 100 patients there was 
no mortality, no morbidity and no wound in- 
fection. 

Patients with carcinoma were treated by 
radical thyroidectomy plus irradiation. In 1 
instance radioactive iodine was administered 
in addition to operation and _ irradiation. 
Marked myxedema developed, and the patient 
was given thyroid extract. At present she takes 
3 gr. of thyroid extract daily and is quite well. 

For the patients with adenoma a permanent 
cure is anticipated as a result of the operation. 
Of the 3 patients with struma lymphomatosa, 
1 had postoperative myxedema and is receiv- 
ing 1 gr. of thyroid extract daily. 

Patients with toxie thyroid disease remain 
the most interesting of all those studied. Many 
of them had minor phobias, which lends ere- 
dence to the dictum “Once a hyperthyroid 
patient always a hyperthyroid patient.” In 
many cases the preoperative toxic symptoms 
persist after operation. Psychologically, im- 
provement is almost always noted during the 
postoperative period. As a generality it may 
be stated that the mental symptoms persist 
after the operation for a period approximately 
equal to their preoperative duration. 

No recurrences have occurred in the patients 
with thyroglossal sinuses. This may be at- 
tributed to complete dissection and removal 
of the entire sinus tract. Dissection was con- 
tinued down to the hyoid bone, with excision 
of a segment of the bone. 


SUMMARY 


1. A critical study of 100 consecutive thy- 
roid procedures is presented. 

2. In this series there were no deaths, no 
morbidity and no wound infections. 

3. The pathologic conditions encountered 
included almost all histologie types of thyroid 
disease except Riedel’s struma. 

4. Attention is called to the frequency of 
phobia as a symptom of hyperthyroidism. 

5. Mention is made of borderline hyper- 
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thyroidism and the exacerbation of thyroic 
hyperfunction during the climacterium. 

6. The value of the antithyroid drugs is 
discussed. 

7. Elective tracheotomy as a valuable post- 
operative asset is mentioned. 

8. This survey substantiates the present- 
day concept that the surgical management of 
thyroid disease has practically no mortality or 
morbidity associated with it. This great im- 
provement can be attributed in a great meas- 
ure to the antithyroid drugs, which have been 
a most valuable aid in the eradication of thy- 
roid crisis. 


SOM MAIRE 


L’auteur nous presente une étude critique de 
100 opérations consécutives sur la glande thy- 
roide. Dans cette série, il n’y eut aucun décés, 
aucune morbidité et aucune infection de plaie. 
Les conditions pathologiques rencontrées com- 
pienaient tous les types histologiques des 
maladies de la glande thyroide, excepté le 
struma de Riedel. L’auteur attire l’attention 
sur la fréquence de la phobie comme symptome 
d’hyperthyroidisme. I] mentionne les cas 
proches de l’hyperthyroidisme et |’exacerba- 
tion de l’hyperfonction thyréide durant le 
climacterium. I] discute la valeur des médica- 
ments antithyroide. Il mentionne la _ trach- 
éoctomie élective comme une indication post- 
opératoire. Cette étude confirme les concep- 
tions de nos jours que le traitement chirurgical 
de la maladie thyroide n’a en réalité aucune 
morbidité, presque pas de mortalité. Les 
grandes améliorations peuvent étre attribuées 
en grande partie 4 l’emploi de médicaments 
antithyroide, qui sont de grand secours pour 
éliminer la crise thyroide. 


RIASSUNTO 


Presenta una serie di 100 operazioni consecu- 
tive sulla tiroide, senza mortalita’, ed infezioni 
della ferita. La patologia comprende quasi 
ogni varieta’ istologica, ad eccezione dello 
struma di Riedel. Richiama |’attenzione soprz 
la frequenza di fobie quale sintomo di iper 
tiroidismo. Menziona le disfunzioni della 
ghiandola che rasentano il limite dell’iperti 
roidismo: sottolinea la frequenza di esacerba- 
zioni dell’ipertiroidismo in menopausa. Discute 
il valore delle sostanze antitiroidee. Propane la 
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tracheotomia quale misura preliminare in 
talune operazioni sulla tiroide. La casistica 
riportata dall’A. conferma la conclusione che 
la ehirurgia delle malattie tiroidee non ha 
praticamente piu’ aleuna mortalita’ o mor- 
bilita’. I] notevole miglioramento dei risultati 
e dovuto in gran parte all’impiego guidizioso 
delle sostanze antitiroidee, estremamente utili 
vell’eliminazione dell erisi tiroidee. 
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Determination of the Anesthetic Procedure of Choice 


RUTH WEYL, M.D. 
CHICAGO 


is poorly understood, and there is no 

generally accepted theory to explain the 
reversible inhibition of excitability and con- 
ductivity brought about by the anesthetic 
agent. 

There are a few outstanding experiments, 
however, which seem to prove that some 
anestheties at least lower the oxygen consump- 
tion of the brain. Quastel proved it in vitro, 
using chloretone on brain slices; and Schmidt 
and his co-workers showed in vivo that phar- 
macologie doses of pentothal, the anesthetic 
agent we use every day, lowered the oxygen 
consumption in the brains of monkeys. Thus 
there is a possibility that interference with 
oxidative processes is part of any narcosis and 
that in anesthetic procedures we deal with 
histotoxie anoxia. 

On the other hand, it has been made clear 
beyond doubt that an adequate and continuous 
supply of oxygen is prerequisite to the func- 
tioning of the brain and the heart. No storage 
is possible. Reflexes are abolished if anoxia 
exists for a few seconds. Six to eight seconds 
of interruption of oxygen supply causes coma ; 
irreparable brain damage and death of the 
neurons occur after three to five minutes. The 
myocardium is nearly as sensitive as the brain. 
The oxygen demand of the heart under stress 
is as great as the oxygen demand of the entire 
remainder of the body, and even under normal 
conditions the heart requires five times the 
oxygen needed by an ordinary skeletal muscle.’ 
Thus anoxia even of short duration may be 
deleterious to a healthy heart; in the presence 
of coronary insufficiency, even mild degrees of 
anoxemia may cause heart failure and death. 

Thus it is obvious that our main concern in 
anesthetizing any patient is to provide ade- 
quate oxygenation throughout the operative 
procedure and after it, and that the first ques- 
tion in choosing an anesthetic procedure is: 


(es mechanism by which anesthetics act 


From the Department of Mt. Sinai 


Hospital, and the Department of Surgery, cago Med- 


ical School. 


Will it provide adequate oxygenation? The 
next question is: Will the procedure prevent 
carbon-dioxide accumulation ? We are very con- 
scious today, of the damage caused by excess 
carbon dioxide, and we go to great lengths to 
prevent it by using open drop and insufflation 
technies in general anesthesia, or the so-called 
carbon dioxide absorption technic in which 
chemical absorption of the exhaled carbon 
dioxide through “soda lime” is accomplished, 
continuously watching the effectiveness of the 
absorber, and having several means of doing 
so besides watching the condition of the 
patient. In eases of shallow breathing or even 
of normal breathing in a small child with a 
small tidal volume, if we use the absorption 
technic, we assist breathing with each in- 
spiration by slight pressure on the breathing 
bag to assure good aeration. With the ab- 
sorption technic the carbon dioxide in the 
inspired mixture can be kept as low as 0.1 
per cent (as compared with 0.03 per cent in 
the air). To keep dead space and resistance 
to breathing at a minimum is a matter of 
necessity in all forms of inhalation anesthesia. 

To help maintain a normal transport sys- 
tem, to keep the patient in as nearly normal 
a state as possible, and to prevent changes in 
pulse and blood pressure, at the same time 
giving the surgeon good working conditions 
and keeping the patient free from pain—this 
is what we expect from a good anesthetic pro- 
cedure. Proficiency in the method chosen is 
one of the most important factors ; any method 
is safe only as the anesthetist is competent in 
administering it. For example: 

A prolonged stage of excitement even in a 
well chosen method may cause muscular exer- 
tion and thus impose a strain on the heart ; in- 
creased secretions may occur to interfere with 
adequate exchange in the alveoli and may 
cause laryngospasm and obstruction ; vomiting 
may occur and lead to aspiration, even death. 

Too heavy premedication with an opiate or 
too deep a plane of anesthesia may be the 
cause of respiratory depression ; shallow res- 
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pirations lead to inadequate tidal exchange, 
hypoxia and circulatory collapse. 

Failure to insert an airway when relaxation 
of the jaw occurs may cause obstruction, 
oxygen want and respiratory arrest. On the 
other hand, too early insertion of an airway or 
premature starting of the operation may cause 
laryngospasm with the same consequences. 

Spinal anesthesia may be a perfect choice 
for a given ease, but if allowed to go to a 
higher level than necessary, the consequences 
may be disastrous. 

Local or block anesthesia, the method of 
choice in many eases, especially if the patient 
has eaten previously or if vomiting may be ex- 
pected (as in uremic states or intestinal ob- 
struction) may lead to disaster if not admin- 
istered with care. Inadvertent injection of the 
anesthetic agent into the blood stream, or too 
large an amount of the anesthetic drug, may 
cause convulsions or sudden cardiae collapse. 
Or, if the effect of the local or block anesthetic 
is not perfect, the patient may suffer im- 
mensely from the unrelieved pain. Thus it is 
sometimes better to choose a method with 
which the anesthetist is thoroughly familiar 
than to choose one that may be ideally suited 
for the case, but cannot be administered ex- 
pertly. 

I should like to point out briefly the dan- 
gers inherent in the different drugs and meth- 
ods, and their main advantages. 

A. General Anesthesia: 

Cyclopropane may cause arrythmias. Ven- 
tricular tachycardia, if allowed to persist, may 
be followed by ventricular fibrillation; if it is 
recognized in time and the anesthetic agent 
discontinued, no lasting ill effect will oceur. 
Being a parasympathomimetic agent, cyclopro- 
pane enhances laryngeal reflexes and contracts 
the bronchi; thus laryngospasm may be pre- 
cipitated, and bronchospasm and bronchorrhoe 
may occur. But it has the advantage of pro- 
viding fast induction, quiet breathing, high 
oxygenation, and little interference with meta- 
bolic processes. 

Ether, on the other hand, is associated with 
slow induction, slow recovery, metabolic acid- 
osis and hyperglycemia, as well as nausea and 
vomiting in the postoperative period and pros- 
tration. But it dilates the coronary arteries; 
does not cause appreciable arrythmia or de- 
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crease cardiac output; contracts the spleen; 
dilates the bronchi; and thus, being a sympa- 
thomimetic agent, serves excellently to count- 
eract the ill effects of the parasympathomimetic 
actions of cyclopropane. 

Ethylene and nitrous oxide are weak anes- 
thetic agents whose main danger lies in the 
temptation to supply too little oxygen to the 
patient in using them, since with proper oxy- 
genation only first plane third stage anesthesia 
can be achieved. Like ether, they are respira- 
tory stimulants, but they provide pleasant in- 


_duetion and have no important after-effects. 


All these inhalation anesthetic agents are in- 
haled and exhaled unchanged. 

Pentothal sodium, the main agent for intra- 
venous anesthesia, has to be destroyed in the 
body. It is a parasympathetic agent, enhancing 
laryngeal reflexes. It may cause bronchospasm 
and even induce an asthmatic attack in a 
susceptible patient. It may cause respiratory 
depression and thus respiratory acidosis. Fall 
in blood pressure may be observed. But the in- 
duction is fast and pleasant, and there is little 
postoperative nausea and vomiting. It is ex- 
cellent for convulsive states. 

Avertin (used rectally to produce basal 
anesthesia) may cause an excessive fall in 
blood pressure and decreased respiratory ex- 
change even if given in adequate dosage. It is 
better tolerated by children than by adults, 
but the duration of anesthesia is difficult to 
control. With the patient in the face-down 
position, an endotracheal airway is mandatory. 
It is contraindicated for diseases of the liver 
and the kidneys, because it is eliminated by 
conjugation with glyeuronie acid in the liver 
and excreted through the kidneys. Its ad- 
vantages are that it decreases intracranial 
pressure ; is excellent in convulsive states and 
induees sleep quickly and peacefully. 

B. Spinal Anesthesia: 

A fall in blood pressure may occur, which 
one may anticipate and try to counteract by 
administering a vasopressor drug before inject- 
ing the anesthetic agent into the subarachnoid 
space. This fall in blood pressure is due chiefly 
to the blocking of the sympathetic control in 
the anesthetized area. Therefore, the more spi- 
nal roots are anesthetized the more arteriolar 
and capillary dilation is to be expected, with 
subsequent stagnation and diminished venous 
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return. Moreover, with very high spinal anes- 
thesia intercostal paralysis will occur, causing 
decreased pulmonary ventilation and hypoxia. 
Changes in position precipitate hypotension ; 
they should be made very slowly and 100 per 
cent oxygen should be given to every patient 
with high spinal anesthesia. Excellent relax- 
ation and a conscious patient who is in com- 
plete control of the laryngeal reflexes, e.g., 
during a gastric resection or in any state in 
which regurgitation is anticipated, are the ad- 
vantages. In continuous spinal analgesia when 
a malleable needle or a suitable catheter for 
repeated injection is left in the spinal canal, 
analgesia of many hours duration ean be pro- 
vided, induced so gradually that little change 
in blood pressure occurs. 

To those familiar with the advantages and 
disadvantages of the different drugs, it seems 
logical to combine several agents and methods: 
for instance, a fast induction with cyelopro- 
pane may be the choice in a given case. After 
the surgical stage of anesthesia has been 
reached, small amounts of ether are added to 
the inhaled mixture to stabilize the cardiac 
rhythm and to stimulate respirations. If much 
relaxation is needed, curare may be injected 
intravenously instead of subjecting the patient 
to a deep plane of anesthesia which would pro- 
vide adequate relaxation but might lead to 
shock if maintained for a long time. Thus, we 
can insure excellent oxygenation, a light plane 
of anesthesia and good relaxation. Another 
example: pentothal sodium is always used by 
us, (except in very short procedures—like in- 
cision and drainage of an abscess), in combin- 
ation with nitrous oxide and, if relaxation is 
needed, with curare. This method like spinal 
anesthesia, can be used with safety in the 
presence of the cautery and other electrical in- 
struments. Nitrous oxide provides the anal- 
gesia (pentothal having no analgesic proper- 
ties) and appreciably decreases the amount of 
penthothal necessary. If relaxation had to be 
procured by pentothal alone, a dose would 
have to be injected near the toxic level, and 
the patient would sleep for hours after the 
operation. When pentothal sodium is used in 
combination with ecurare, much less of the 
former has to be injected to achieve relaxation, 
and the patient is practically awake when he 
leaves the operating room. 


JANUARY, 1950 


Curare is not an anesthetic agent, but it is 
of great help to the anesthetist. It blocks the 
transmission of nerve impulses to the skeletal 
muscle at the neuromuscular junction. It has 
no toxie effect. Death (as in arrow poisoning) 
is due to asphyxia caused by paralysis of the 
muscles of respiration. Curare in therapeutic 
doses causes speedy relaxation before affecting 
the muscles of respiration. However, inter- 
costal paralysis should always be anticipated, 
and therefore curare should not be given un- 
less facilities for endotracheal intubation and 
assisted breathing are available. 

These are only two examples. Many such 
combinations are possible. Vinethene, an un- 
saturated and thus more toxic and more potent 
ether, is used for fast induction before ether 
anesthesia, and so are ethylene and nitrous 
oxide. Basal anesthesia with avertin followed 
by nitrous oxide insufflation is a useful com- 
bination for children, e.g., in eye operations. 
Local or block anesthesia can be combined 
with general anesthesia. Premedication is be- 
ing used to great advantage. Opiates to de- 
crease metabolism and provide sedation and 
belladonna drugs to decrease secretions and 
laryngeal reflexes form an integral part of the 
anesthetic procedure and have to be individu- 
alized for each patient according to the anes- 
thetic chosen. 

By this method of combined or “balanced 
anesthesia,”* we try to overcome the dangers 
inherent in the administration of today’s 
anesthetic agents. 

These dangers are well realized. It is much 
less common knowledge, however, that the 
position of the patient on the operating table 
necessary for certain types of operations may 
appreciably increase the risk of these oper- 
ative procedures. 

In the Trendelenburg position, the position 
of choice for all abdominal hysterectomies, 
cesarean section, some types of bowel resection. 
suprapubie prostatectomy, ete., the volume of 
functional residual and reserve air is de- 
creased’. This position favors atelectasis by 
collapsing 20 per cent of the lung tissue; im- 
pairs the return of venous blood to the heart. 
and influences the efficiency of respiration un- 
favorably by raising the intrapleural pressure 


*Term suggested by Lundy. 
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(elevation of the diaphragm). Crowding of the 
thoracie cage in kidney and lithotomy posi- 
tions has been shown in roentgenograms," in- 
dicating a decrease of vital capacity. 

Recent studies of unanesthetized patients 
have confirmed the fact that marked decrease 
of vital capacity occurs with the Trendelen- 
burg and lithotomy positions and when the 
kidney or gallbladder rests are up*. The 
changes were noted within three minutes after 
the patient was placed in these positions, so it 
can be assumed that maintenance of the posi- 
tions during extended operations will even 
have greater effects. 

With the lateral position, especially if the 
patient is heavy, the lower lung is poorly aer- 
ated if no special precautions are taken. 

With Fowler’s position the circulation time 
is inereased®, and so is the danger of aspiration 
of vomitus if the anesthesia becomes too light. 

In the head-up position fainting may occur 
after morphine medication in the conscious 
patient, and loss of postural tone in deep 
anesthesia will be poorly tolerated. 

The prone position seems to be most unfav- 
orable for adequate respiratory exchange; a 
marked decrease in vital capacity is noted® 
and breathing is very tiring for the patient, 
for in this position the weight of the body has 
to be raised with each inspiration unless the 
chest is supported adequately. Moreover, in 
this position any obstruction of the airway 
is more difficult to correct. If the cerebellar 
headrest is used it is impossible to get near 
enough to the patient’s face to improve the 
airway or give artificial respiration by inter- 
mittent pressure on the breathing bag, unless 
the patient has been intubated previously. 

Thus we realize that anesthetic procedures 
have to be selected and conducted carefully for 
operations in these special positions; it is 
most important, for instance, that an addi- 
tional decrease of vital capacity due to the 
anesthetic procedure is avoided in the Trendel- 
enburg or the prone position, or if the rests 
are up. If deep relaxation is needed whether 
we supply it by third plane anesthesia or by 
addition of curare, thus causing beginning or 
advanced intercostal paralysis, assisted breath- 
ing has to be commenced at once, as soon as 
the slightest decrease in respiratory volume is 
noted. Meticulous eare to maintain a free air- 
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way is necessary ; secretions must be aspirated ; 
care must be taken that the stomach is not 
being inflated. For all these reasons an en- 
dotracheal tube is desirable, and in the cerebel- 
lar position it is mandatory. Low spinal anes- 
thesia will be tolerated well and is often our 
choice for procedures in positions causing de- 
creased vital capacity. But as soon as the oper- 
ation necessitates high spinal block, which 
might interfere with intercostal activity, 
spinal anesthesia is definitely contraindicated. 

Now we come to the most important factor : 
The condition of the patient. Many of our 
patients are extremely old. Arteriosclerosis, 
changes of the heart and the vessels, emphy- 
sema, loss of vital capacity, hepatic and renal 
disturbances and diabetes are common com- 
plications. Cardiovascular and respiratory re- 
serve are diminished, and added strain from the 
anesthetic procedure has to be avoided. Blood 
loss is poorly tolerated and blood should be 
replaced as lost. 

Transurethral resections in the lithotomy 
position are a common procedure for patients 
in this age group. Low spinal anesthesia, with 
very small amounts of the anesthetic drug (e.g., 
5 mg. pontocaine) in our experience is well 
tolerated and causes no undue fall in blood 
pressure. Oxygen inhalation and blood trans- 
fusions are administered during operation. 
Even patients with recent coronary occlusion 
have tolerated this procedure well; in these 
cases “saddle block” spinal anesthesia was 
used, anesthetizing the sacral nerves only, and 
additional pain relief was supplied by inject- 
ing small doses of demerol to take care of the 
uncomfortable sensation that accompanies dis- 
tention of the bladder. If the procedure is 
short, or if there are definite contraindications 
to spinal anesthesia, such as pernicious anemia, 
subacute combined degeneration, tabes, tuber- 
culosis of the spine, spinal root changes, ete., 
a pentothal-sodium-nitrous oxide combination 
is used, being noninflammable. Care must be 
taken to avoid depression of respiration under 
pentothal anesthesia. 

For colon resections and abdominoperineal 
resections, our method of choice is continuous 
spinal anesthesia unless there are definite 
contraindications, with all the precautions out- 
lined before. If general anesthesia is chosen, 
endotracheal intubation is preferred to guar- 


950 
is 
tal 
has 
the 
tie 
ing 
er- 
ed, 
an- 
nd 
ich 
ent 
ner 
ved 
ym- 
ns. 
ied 
be- 
de- 
nd 
nd 
the 
es- 
er's 
y’s 
ich 
the 
ble 
ay 
er- 
on 
es, 
on. 
of 
le- 
by 
m- 
rt, 
ire 
81 ; 


antee a free airway. Previous to intubation 
the throat is sprayed with cocaine and 
the endotracheal catheter lubricated with a 
long lasting anesthetic agent, so that 
the tube does not cause laryngospasm and 
cough in a light plane of anesthesia. Relaxa- 
tion is supplied by curare. 

In uremic patients, who may vomit, or after 
prolonged intestinal obstruction when passive 
overflow of the stomach is anticipated, or when 
the patient has eaten previously, local in- 
filtration or block anesthetic procedures are 
employed. If general anesthesia is chosen, a 
fast induction must be achieved and the pa- 
tient should be intubated early, preferably 
with a cuffed endotracheal tube. The balloon 
on the tube is then inflated and the trachea 
sealed off to prevent aspiration. Sometimes it 
may even be necessary to insert the endo- 
tracheal tube in the conscious patient. These 
principles are the same for patients of all 
age groups. 

In patients with heart disease we have 
several principles to guide us. 

If the heart is decompensated and operation 
unavoidable, spinal anesthesia is a good choice ; 
it acts like a bloodless phlebotomy. The venous 
return to the right side of the heart is de- 
creased owing to peripheral capillary dilata- 
tion and muscular relaxation caused by the 
spinal anesthesia’. Therefore it is used as a 
therapeutic measure for pulmonary edema. 
As a pressor drug, neosynephrine is tolerated 
well. It slows the pulse, increases the stroke 
output and prolongs the diastole. It does not 
cause pulse irregularities; in fact, we have 
noted time and again that fibrillating stopped, 
at least for some time. Decrease in the 
cardiac rate probably comes from a direct 
effect on the sinus node. If the patients must 
be put to sleep, slight resistance to breathing, 
carbon dioxide excess, or hypoxia even of 
minor degree may cause pulmonary edema. 

In patients with disease of the coronary 
artery our main concern is to avoid a fall in 
diastolic blood pressure, to prevent cardiac 
muscle anoxia. Therefore, all but very low 
spinal anesthesia is contraindicated. General 
anesthesia will prove more satisfactory, pro- 
vided induction is smooth and oxygenation 
high. Sinee ether dilates the coronary arteries, 
a eyeclopropane-ether sequence will be well 
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tolerated ; if cautery or electrical instruments 
are to be used, a pentothal-sodium-nitrous ox- 
ide combination is satisfactory. 

When ecardiae arrythmia is present before 
operation we avoid cyclopropane; and we dis- 
continue it when changes in rate or rhythm 
are noted during a procedure. But cyclopro- 
pane is our anesthetic of choice in heart oper- 
ations, e.g., for repair of a patent ductus ar- 
teriosus or for pulmonary stenosis even in a 
small infant. (Details about the procedure 
under thoracic surgery). It is very useful too 
for patients who suffer from recent severe 
hemorrhage, because of the high oxygenation 
possible*. A rise in blood pressure in these 
patients is noted soon after the anesthetic has 
been started. 

For patients in shock, e.g., after accidents, 
every effort should be made first to regulate 
the fluid balance, restore the blood volume and 
the normal concentration of the erythrocytes 
and restore a normal rate of pulse and respira- 
tion before commencing any kind of anesthetic 
procedure. Excellent oxygenation should be 
secured during the operation. 

For young patients with high fever and 
acute conditions of the abdomen, especially on 
a hot day, or rise in temperature because of 
other conditions, we are prepared to avert 
convulsions. Ice bags are ready in the oper- 
ating room ; the patient is uncovered except for 
the drapes; the utmost care is taken to avoid 
the slightest carbon dioxide excess, and pento- 
thal sodium is ready to be injected at the sight 
of twitchings around the mouth or on the fore- 
head. The so-called “ether convulsions” are 
due to heat retention, carbon dioxide excess, 
hypoxia, and the toxie condition of the patient 
(not due to ether), and if not combated at 
once they may cause serious oxygen want and 
hyperthermia; the patient, if he lives, may 
afterward act like a decerebrated animal. 

In premedication for bronchial asthma mor- 
phine is contraindicated, and so are the barbi- 
turates. (Sodium pentothal may bring on an 
attack in an asthmatic patient). Atropine is 
well tolerated, and ether is known to relax the 
bronchi, but a slow and stumbling induction 
with ether can cause increased secretions and 
obstruction; a fast induction with gas, even 
cyclopropane, followed by ether might be bet- 
ter tolerated. Helium may be added to the 
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mixture with good results. For any operation 
below the diaphragm spinal or caudal anes- 
thesia is our method of choice, except when 
the definite contraindications aforementioned 
are present, or when unusual blood loss is ex- 
pected or several liters of ascitic fluid have to 
be sucked out of the abdominal cavity. These 
conditions are always taken as contraindica- 
tion to spinal anesthesia. 

For thyrotoxicosis, excellent preoperative 
preparation of the patient is necessary to 
bring the metabolic rate as near normal as 
possible. Even in well prepared patients, how- 
ever, the excitement of anticipation may off- 
set all previous improvements and the patient 
may arrive in the operating room with a pulse 
of 140. In such toxic cases we prefer to “steal 
the thyroid,” that is, to put the patient to 
sleep in bed without letting him know that 
he is to be operated on. The intravenous punce- 
ture is accomplished under some pretext, anal 
a pleasant conversation is maintained while 
pentothal sodium is injected until the patient 
is asleep. He is then transferred to the operat- 
ing room. 

We have been able to conduct uneventful 
anesthetic procedures on very toxic patients, 
even in cases in which operation had to be 
cancelled two days previously. In administer- 
ing anesthetics to the thyrotoxie patient it 
must be kept in mind that the oxygen con- 
sumption is increased. 

From all these examples it is evident that 
there is nothing dogmatic about the choice of 
an anesthetic procedure. Each case should be 
individualized according to the outlined aims, 
with all the individual cireumstances taken 
into account. 

In a few instances we will invariably make 
the same choice. 

For a splenectomy we prefer ether as the 
main anesthetic agent, because it contracts the 
spleen and less blood is lost when the organ 
is removed. 

For a diabetic patient we avoid ether. 

For a tendon repair on the hand, brachial 
plexus block is preferred so that the conscious 
patient may help us locate the tendons. 

For eye operations, e.g., operation for catar- 
act, we avoid drugs that may cause postoper- 
ative vomiting. Pentothal is often chosen but 
may cause coughing during the operation or 
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on the patient’s emergence from anesthesia; 
therefore, curare is added to minimize cough. 

For a patient who has to be in the prone 
position for any length of time, endotracheal 
anesthesia is our method of choice. This 
guarantees a good airway and enables us to 
inflate the lungs and assist with respiration. 
In some eases low spinal or caudal-sacral anes- 
thesia will serve as in lumbar sympathectomies 
or hemorrhoidectomies respectively. 

Endotracheal anesthesia is our method of 
choice in all operations in the facial area; it 
enables us to get our equipment out of the 
surgeon’s way and to assure a free airway. 
We use it also for operations within the mouth 
or hypopharynx to prevent aspiration of 
blood and mucus, and, of course, in all oper- 
ations that require opening of the pleura. 

In 1903 Sauerbruch, a German surgeon, de- 
vised a method for ventilating the lungs by a 
negative pressure system (Unterdruck). In 
the Munich clinic a chamber was available 
large enough to contain the patient, the sur- 
geon and his assistant, a negative pressure of 
7 mm. of mereury was maintained in the 
chamber, while the anesthetist remained out- 
side the chamber at the patient’s head. This 
rather elaborate and costly chamber is no 
longer needed today. We can anesthetize the 
patient and provide adequate operative con- 
ditions for operations on the lung and heart 
by using “controlled respiration” or “com- 
pensated respiration” through an endotracheal 
tube (preferably with an inflatable cuff), 
maintaining a completely closed system with 
the carbon dioxide absorption technic, inflat- 
ing and deflating the lung in the open thorax 
at will. Anesthesia is maintained in a light 
plane; control of respiration is achieved by 
hyperventilation, thus reducing the carbon 
dioxide content of the blood and the stimulus 
for respiration. After apnoe is produced the 
dependent lung is inflated adequately, medias- 
tinal flutter and paradoxical respiration be- 
ing prevented by intermittent manual inflation 
of the breathing bag. The water manometer 
connected with the system is usually set to 
blow off at 8 to 12 em. pressure as a safety 
valve to prevent overinsufflation. In a small 
child the rate of controlled respirations has to 
be high, 30 to 40 a minute, to change the air 
in the trachea and bronchi frequently and per- 
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mit adequate oxygenation and elimination of 
carbon dioxide. In the “assisted or compen- 
sated respiration’”® the patient is allowed to 
breathe on his own, but constant slightly aug- 
mented inspiratory reinforcement by manual 
pressure on the breathing bag achieves a quiet 
field and adequate ventilation. This satis- 
factory method is used in surgical treatment 
of the lung, transthoracic gastric resection, 
thoracic sympathectomy and so on. 

The collapsed lung has to be inflated gradu- 
ally and completely from time to time and at 
the end of the procedure, just before the chest 
wall is closed, positive pressure is applied 
slowly and maintained until the closure is 
air tight, and the end of a rubber. catheter 
left within the pleural cavity is clamped off. 

Frequent aspiration of secretions through 
the intratracheal tube are especially important 
during lobectomy and pneumonectomy, but 
may be needed during cardiae operations as 
well. Suction through the tube and around 
the tube has to be carried out before the cuff 
is deflated and the tube withdrawn. By this 
time the patient has been allowed to breathe 
on his own for some time if controlled respir- 
ation has been used, and is awake on leaving 
the operating room. 

Great attention to detail is necessary in 
using these methods. As in every endotracheal 
intubation, the tube of largest bore tolerable 
should be used, and should be introduced skil- 
fully. If the to-and-fro absorption technic is 
used (the method of choice for infants and 
small children) the right size cannister and 
breathing bag must be selected carefully ac- 
cording to the tidal volume of the patient. 
Cannisters have to be changed frequently. 

The choice of the agent varies. We prefer 
cyclopropane with a small amount of ether 
added, for reasons stated before ; others prefer 
ether, still others pentothal-sodium-nitrous 
oxide-curare, ete. Far more important is the 
efficieney with which the agent is supplied and 
the vigilance and ability of the anesthetist to 
detect even minor changes in the condition of 
the patient. 

I want to emphasize the necessity of main- 
taining proper fluid balance during opera- 
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tions, and the importance of preoperative 
rounds by the anesthetist. These rounds are in- 
dispensable in evaluating the condition of the 
patient to determine the anesthetic procedure 
of choice and the proper premedication. 


SUMMARY 


The author describes various modern anes- 
thetics and the technic of their use, with 
specific warnings as to potential dangers, in- 
dications and contraindications. Strong em- 
phasis is laid on the general physical condition 
of the patient, the importance of adequate 
knowledge and skill on the part of the anes- 
thetist as well as the surgeon, and the neces- 
sity of maintaining proper fluid balance 
throughout the operative procedure. 


SOM MAIRE 


L’auteur décrit différents anesthésiques et 
donne en méme temps la technique de leur 
emploi, en notant leurs dangers possibles, et 
leurs indications et contre-indications. 
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Tuberculosis of the Urinary Tract: 
Medical-Surgical Management 


MARTYN SCHATTYN, M.D., A.IL.CS. 


tract presented an utterly hopeless prob- 

lem to the physician, particularly after 
the initial lesion had progressed to any de- 
gree. The prognosis was grave indeed, and 
the patient’s remaining life foredoomed to the 
misery and inconvenience of frequency, urg- 
ency and dysuria. 

The use of phenol, oleo-gomenol, quartz and 
ultraviolet rays was only palliative, resorted 
to when operation was contraindicated or 
when it had been tried and had failed to 
eradicate the disease. With the advent of 
streptomycin and chaulmoogra oil therapy, 
first suggested by Slotkin,’ the prognosis of 
this particular malady has become: definitely 
more favorable and the patient’s existence a 
great deal less oppressive. 

The tubercle bacillus is protected by an 
armor-like shell of wax. To destroy the bacil- 
lus, this shell of wax must be broken, digested 
or dissolved. It cannot be saponified. Wax is 
digestible only by a few insects, including the 
bee moth. It is not digestible in the human 
being. It can, however, be softened or dis- 
solved by various oils, as was pointed out by 
Slotkin in his experimental and clinical work 
with urinary tuberculosis. He used the esters 
of chaulmoogra oil as the softening agent, be- 
lieving that a softening process should pre- 
cede the use of streptomycin. Thus employed, 
the antibiotic should prove most effective with 
a minimum nontoxic dosage. 

In a recent paper on the medical treatment 
of this condition, presented before the South 
Central Section of the American Urological 
Association, I concluded as follows: 

1. Medical treatment with small nontoxic 
doses of streptomycin in combination with the 
esters of chaulmoogra oil in the cases pre- 
sented brought about remarkable clinical im- 
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provement and relief of distressing symptoms 
for as long as one year after therapy. 

2. The tubercle bacilli were still present 
twelve months and eight months respectively 
after therapy in 2 of the cases presented, as 
evidenced by positive results from inoculated 
guinea pigs. 

3. The value of this therapy for early tu- 
bereculosis of the urinary tract could not be 
ascertained from the cases reported. 

4. The therapy has definite value preopera- 
tively, postoperatively, and in cases of ad- 
vaneed inoperable tuberculosis of the urinary 
tract. 

From other written and verbal reports on 
the use of the combined medical treatment, it 
becomes evident that this new therapy has 
earned a rightful place in the treatment of 
tuberculosis of the urinary tract. Its exact 
position has not as yet been definitely deter- 
mined, but it is beyond question invaluable 
and indispensable. We must therefore con- 
clude that the treatment of this condition has 
progressed from palliative-surgical to medi- 
eal-surgical. Rational combinations and appli- 
cations of medical and surgical measures are 
therefore in order. 


CLASSIFICATION AND THERAPY 


For the purpose of treatment this disease 
must be divided into two categories ; tubercu- 
losis of the genito-urinary tract in the male 
and tuberculosis of the urinary tract in the 
female. Because of this anatomic difference, 
the prognosis generally is much more favor- 
able for the female patient. A further classifi- 
cation may be made as to early or late mani- 
festations of the disease; the condition is 
“early” when limited largely to the initial 
lesion, and “late” when other areas of the 
urinary tract have become involved. Operable 
and inoperable lesions complete the groupings : 
the condition is operable when medical therapy 
has failed to eradicate the caseous tissue and 
surgical intervention is necessary to remove 
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the remaining foci of infection ; it is inoperable 
when destruction has become too extensive to 
permit removal of all remaining foci of infee- 
tion by surgical means. Active and progressive 
evidence of the disease coexisting elsewhere in 
the body may, of course, alter the prognosis in 
the treatment of genitourinary lesions. 

Early Involvement. Under this heading are 
eases in which only one kidney is involved, 
with only slight pyelographie evidence of a 
destructive process or no evidence at all. The 
treatment is medical and should be continued 
for at least sixty days. Follow-up eystoscopic 
examinations and guinea pig inoculations of 
urine must be repeated at intervals. The prog- 
nosis of early tuberculosis of the urinary 
tract is definitely favorable with medical treat- 
ment alone. Surgical intervention is contra- 
indicated at least until after adequate medical 
therapy has been tried. 

Late Involvement. This category includes 
cases in which the disease has progressed be- 
yond its original site, with extension to, or in- 
volvement of, other portions of the urinary 
tract. Late tuberculosis of the urinary tract 
may be either operable or inoperable. If it is 
operable, immediate operation is indicated in 
some cases and delayed operation in others. 

Late Involvement Calling for Immediate 
Intervention. Cases in which immediate inter- 
vention is called for are those in which de- 
struction and caseation of a removable organ 
have progressed so far that restoration of 
function by medical therapy is impossible and 
in which the general condition of the patient 
has not been materially affected. Simply 
stated, a completely destroyed removable or- 
gan should be removed immediately if the 
patient’s general condition does not contra- 
indicate immediate operation. In such a case 
medical therapy should be instituted shortly 
prior to operation and should be continued 
afterward for at least sixty days. The prog- 
nosis is favorable. 

Late Involvement Calling for Delayed In- 
tervention. Cases in which surgical interven- 
tion should be delayed are those in which the 
disease has affected the patient’s general con- 
dition to such a degree that blood transfusions 
and a general building-up regime are neces- 
sary to make him a good surgical risk. Medical 
therapy should be instituted immediately and 
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continued for thirty to sixty days prior to 
operation, after which it should be maintained 
for at least thirty additional days. The prog- 
nosis is surprisingly favorable. 

Inoperable Conditions. Inoperable tubereu- 
losis of the urinary tract is encountered when 
both kidneys are involved in the destructive 
process. Other organs, particularly the male 
genitals, may or may not be involved with the 
bilateral renal disease. With bilateral involve- 
ment and with little or no pyelographie evi- 
dence of destruction, the prognosis may prove 
favorable with medical treatment. 

Inoperable tuberculosis of the urinary tract 
should be given at least sixty days of continu- 
ous medical therapy. The prognosis is gen- 
erally guarded. It is possible that an inoper- 
able condition may become operable after long 
continued medical therapy. 


SUMMARY 


The author points out that medical treat- 
ment of tuberculosis of the urinary tract with 
small nontoxic doses of streptomycin combined 
with chaulmoogra oil has earned its place in 
the therapeutic practice. As a result, treat- 
ment of this form of tuberculosis has prog- 
ressed from palliative-surgical to medical- 
surgical. Logical combinations and applica- 
tions of medical and surgical treatment are 
therefore in order. 

A therapeutic classification of the various 
types of tuberculosis of the urinary tract is 
presented. Indications for medical and surg- 
ical procedures adapted to each type are out- 
lined. 


RIASSUNTO 


L’associazione di picole dosi, non tossiche, 
di streptomicina con olio di chaulmoogra e’ 
stata definitivamente accettata nella terapia 
medica della tubercolosi urinaria. Cio’ ha 
condotto al passaggio delle cure palliative— 
chirurgiche alle cure medico-chirurgiche. L’A. 
presenta una classificazione terapeutica delle 
diverse forme di tubercolosi delle vie urinarie : 
diseute le indicazioni mediche e chirurgiche 
per ognuna di queste varieta’. 


SOM MAIRE 


L’auteur discute le traitement médical de la 
tuberculose des voies rénalés a l’aide de petites 
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doses non-toxiques de streptomycine combinée —_ culose des voies rénales. I] indique le procédé 
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A Plea for Complete Adenoidectomy 


THOMAS F. FURLONG, JR., M.D., F.A.CS., F.I.C:S. 
ARDMORE, PA. 


mies, because of the early and proper 

use of chemotherapeutic agents and 
antibiotics, are speedily becoming the most 
common operations performed by otolaryn- 
gologists today. Although some few members 
of our specialty limit themselves to rhino- 
plastic surgery and others to the performance 
of the fenestration operation, while still others 
confine themselves to the practice of bron- 
chology, esophology, the laryngeal surgery ; 
statistics bear out the fact that the tonsillec- 
tomy and adenoidectomy, or so called “T & A,” 
heads the list in the number of otolaryn- 
gological operations performed. 

A typical example of this is the following 
résumé of ear, nose and throat operations per- 
formed at the Bryn Mawr Hospital, Bryn 
Mawr, Pa., during the year 1946.1 The total 
number of operations was 1,207. Of these 1,110 
were tonsilleectomies and adenoidectomies, 55 
were submucous resections, 21 were myringoto- 
mies, 13 were nasal and aural polypectomies, 3 
were “window operations” and only 4 were 
mastoidectomies. The mastoidectomies per- 
formed at this particular hospital were only 
0.0033 per cent of the total. Before the advent 
of chemotherapy and antibioties, the percent- 
age of mastoidectomies and surgical proce- 
dures on the sinuses was much higher. 

This article makes no attempt to change our 
technie radically, nor am I advocating the 
addition of any new surgical procedures. I 
am merely making a plea for all of us to use, 
when properly indicated, all the instruments 
devised for adenoidal surgery, so that the 
adenoids may be as thoroughly and completely 
removed as the tonsils usually are. May I also 
specifically state that this is no substitute for 
the methods of irradiation advocated by 
Crowe,’ Baylor,* Fisher’ and many others in 
those cases in which lymphoid tissue is aetu- 
ally present in the eustachian tube orifices or 
in the tubes themselves. 


SILLECTOMIES and _ adenoidecto- 


Read before the Section on Otorhinolaryngology, Inter- 
national College of Surgeons, Monday, Sept. 29, 1 ° 


Most surgeons do a complete tonsillectomy, 
but many are not so diligent in performing the 
subsequent adenoidectomy. I am convinced 
that a thorough and complete removal of the 
adenoids is as important as a thorough and 
complete removal of the tonsils. Fowler, in his 
excellent book “Tonsil Surgery’’,® devotes a 
great deal of space to the description of var- 
ious technics of tonsillectomy, but, and I quote 
the following, there is this description of an 
adenoidectomy : “Their removal is therefore a 
comparatively simple matter and can be ac- 
complished either by an instrument like the La 
Force adenotome, which depends upon the 
automatie action of a thin blade in a double 
slot, or with a light curettage.” 

Preoperative office examination of the ade- 
noidal area should consist of the following. 1. 
The proper use of a postnasal mirror (size 1 or 
2 is usually most suitable). 2. A digital exam- 
ination, using a gloved finger or the index 
finger covered by a finger cot. It may be neces- 
sary to anesthetize the area locally before the 
finger is introduced through the mouth into 
the pharynx. By turning the finger upward 
into the nasopharynx and then forward, one 
ean feel the posterior nares separated by the 
vomer. Sweeping laterally and posteriorly, one 
can evaluate the extent and position of the 
adenoidal mass. Two wooden tongue depres- 
sors should be inserted between the upper 
and lower jaws of the patient to prevent 
trauma to the examiner’s finger. 3. A naso- 
pharyngoseopie examination is usually pos- 
sible and provides further information as to 
the extent and position of the adenoids, par- 
ticularly if they encroach upon the eustachian 
tubes. 

For patients who have undergone a previous 
adenoidectomy, or for older children and 
adults, the use of the following instruments 
is recommended to rule out the presence or 
absence of adenoidal tissue: a Yankauer eusta- 
chian or pharyngeal speculum is needed for 
adequate further visualization. The Hol- 
lender pharyngoscope®, a new and decidedly 
valuable instrument which, because it is longer 
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than the Yankauer pharyngoscope, provides in- 
creased vision of a wide area and has a further 
advantage in that it may be used with either 
direct or indirect illumination. Love, Wood, 
Furlong’ or similar pharyngeal retractors may 
also be used to estimate the position and size 
of the adenoids. 

The tonsillectomy should be done first, as 
this definitely facilitates visualization of the 
adenoidal area. After this an adenotome (the 
one used depending entirely upon the personal 
preference of the surgeon) is inserted behind 
the uvula, then brought anteriorly until it en- 
gages the posterior portion of the vomer, and 
opened. The adenotome is then placed poster- 
iorly over the large central adenoidal mass, 
and with moderate pressure and a gentle rock- 
ing motion the blade is closed. This may re- 
move the entire adenoidal mass, but generally 
does not do so; hence it is usually necessary 
to reinsert the adenotome and either move the 
whole instrument laterally or rotate it through 
an angle of 45 degrees to get the pieces of tis- 
sue remaining in that area. Frequent digital 
and direct visual examination, with use of a 
pharyngeal retractor, will also detect the 
presence of any remaining lymphoid tissue. An 
adenoid curet is then used with a gentle sweep- 
ing motion to aid further in removal of this 
tissue. 

As has been mentioned by Imperatori*, the 
adenoids may drop out of the curette even 
when the caged type is used; hence this is the 
chief objection to the instrument. One must 
caution one’s assistant to be on the alert and 
remove any tissue that has been swept down 
into the pharynx. One must never forget the 
possibility that some of the detached tissue 
may enter the respiratory tract and result in 
pulmonary complications. 

Next the tonsil punch is used, either the 
Hartman circular or the Schmeden triangular 
puneh. These instruments are invaluable in 
the removal of lymphoid tissue from the re- 
gions of the posterior pillars, the fossae of 
Rosenmuller, and the posterosuperior angle 
of the nasopharynx. Both the adenotome and 
the euret are likely to miss small amounts of 
tissue in the latter area. Since this is a punch 
instrument, it should be used as such, and not 
with a stripping or sweeping motion, because 
severe cicatrization, even to the point of com- 


plete stenosis, may result from its misuse, 
should the nasopharyngeal mucosa be severely 
torn or destroyed. It is important to mention 
that all the cutting surfaces of the adenotome, 
curet and tonsil punch should be maintained 
at “razor sharpness” to avoid tearing, strip- 
ping or the complete destruction of the mucosa 
on the nasopharyngeal postpharyngeal 
walls. 

The gloved finger covered with one or two 
thicknesses of a 4 x 5 inch piece of surgical 
gauze makes an excellent supplementary curet 
without causing too much trauma. Many times 
this will remove very small pieces of lymphoid 
tissue that the aforementioned instruments 
have completely missed or slipped over. I ad- 
vocate that almost forgotten instrument, the 
nasal dilator. Over fifty years ago Sinexson of 
Philadelphia developed this instrument and 
recommended its use. By it one can determine 
whether the nasal airways are adequate, and 
by using it gently one may correct small septal 
deformities early. This dilator often pushes 
unsuspected aberrant lymphoid tissue into the 
nasopharynx, where it can be seen and re- 
moved. When the surgeon is convinced by 
visual and digital examination that all of the 
lymphoid tissue has been removed from the 
nasopharynx, an Eves forceps or similar in- 
strument containing a tonsillar sponge is 
placed in the operative area. This sponge may 
be either plain or lightly coated with a solu- 
tion of equal parts of tannie and gallie acid. 
The sponge is left in place a few moments, 
gentle pressure being used on the instrument, 
and may be replaced if further bleeding in- 
dicates it. If the operative area is dry, the op- 
eration is completed. 


SUMMARY 


The author recommends strongly that judi- 
cious use be made of various instruments to 
perform complete and thorough adenoidecto- 
mies and not adenoidotomies, and that ade- 
noids be removed with as much skill and care 
as are used in the removal of tonsils. 


RIASSUNTO 


Raceomanda l’uso giudizioso di strumenti 
vari allo scopo di eseguire delle adenoidectomie 
complete e non delle semplici adenoidotomie. 
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Acute Intussusception in Adults: 
Cause and Treatment 


Report of Two Cases 
J. H. BRADY, M.D., ALCS. 


CCORDING to Lewis’ Practice of Sur- 

gery, practically 100 per cent of intus- 
susceptions in adults are caused by 
organic lesions in the bowel, half of these 
probably being caused by Meckel’s divertic- 
ula, which may or may not have invagin- 
ated. Most of the remaining 50 per cent are 
caused by tumors of the bowel, either benign 
or malignant. Only 25 per cent of intussuscep- 
tions occur in adults, and many of these are 
found at autopsy. The following case reports 
therefore, would seem to be of considerable 
interest, since in both the condition occurred 
in young adults, 1 of the patients was male 
and 1 female, and both recovered rather rap- 
idly after immediate surgical treatment (op- 
eration performed within twenty-four hours 
of occurrence of the intussusception). 


DIAGNOSIS 


The diagnosis of acute intestinal obstruction 
caused by intussusception is made from the 
clinical observation findings as well as from 
symptoms, which usually consist of sudden, 
severe abdominal pain followed by nausea and 
vomiting and then by a stool, either liquid or 
normal, perhaps containing blood. Shock may 
or may not ensue, but after twenty-four hours 
the patient is usually prostrated and in shock 
and the abdomen is distended. A _ sausage- 
shaped abdominal mass is often visible as well 
as palpable. Peristaltic sounds are increased, 
and a roentgenogram of the abdomen or a 
barium enema film may give valuable addi- 
tional evidence. 


REPORT OF CASES 


Case 1. A white man aged 24 was seized with 
sudden abdominal pains on Dee. 1, 1948, with in- 
creasing intermittent cramps, nausea, vomiting and 
one loose stool. He presented the typical picture as 
afore described, including a large sausage-shaped 
mass in the right lower abdominal quadrant. The 
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temperature was 100.3 F. There was no severe shock, 
though he was first seen nine hours after onset of 
illness. The leukocyte count was 19,000 per cubic 
millimeter of blood, with 81 per cent polynuclear 
cells. Operation was delayed almost eight hours 
owing to technical difficulties in the operating room. 
At operation, with the region under spinal anesthe- 
sia, a large intussusception of ileum into ileum was 
observed. After reduction by manipulation, the 
cause was found to be an intrinsic lesion of the 
ileum, requiring resection, side-to-side anastomosis 
and a proximal ileostomy. Recovery was uneventful, 
except that two weeks later closure of the ileostomy 
was performed under GOE anesthesia. The patho- 
logic diagnosis was Grade 2 adenocarcinoma of the 
ileum, the tumor mass measuring approximately 5 
em. in diameter. 

Case 2. A white woman aged 41 had been losing 
weight and having ulcer-like abdominal pains off 
and on for a year or more. Roentgen examination 
of the entire gastrointestinal tract had failed to 
reveal any intrinsi¢ lesions; clinically, nevertheless, 
peptic ulcer was strongly suspected. The patient 
received a partial course of emetine, since amebiasis 
was also suspected (though never proved) but dur- 
ing this treatment a sudden attack occurred, con- 
sisting of severe cramplike abdominal pains, nau- 
sea, vomiting and remission of stools for twenty- 
four hours. Examination revealed a typical sau- 
sage-shaped abdominal mass, both palpable and 
visible, with tinkling peristaltic sounds. The tem- 
perature was 99.4 F. Immediate operation for in- 
testinal obstruction, probably due to intussuscep- 
tion, was deemed advisable. This was performed, 
with the region under spinal anesthesia, approxi- 
mately five hours after onset. An ileocolic intus- 
susception was found. This was reduced with some 
difficulty, and it was seen that the circulation of 
the mesentery was not irreversibly involved. The 
cause of the intussusception was a eylindri¢ mass 
inside the ileum, which was thought to be a large 
polyp. After incision of the ileum this mass was 
removed. It proved to be a large inverted Meckel’s 
diverticulum, having two typical peptic ulcers at 
its tip. The inverted base of the diverticulum arose 
from the mesenteric border of the ileum approxi- 
mately 10 inehes (25 em). proximal to the ileoceeal 


valve. The diverticulum was removed, without re- 
duction of its inversion, through an ileostomy open- 
ing, the ileum then being closed about an ileostomy 
tube. Recovery was uneventful. The pathologic 
diagnosis was chronic Meckel’s diverticulitis (with 
ulcers). 


TREATMENT 


The treatment of intestinal obstruction due 
to intussusception, as described, consists of 
immediate surgical intervention: manual re- 
duction of the intussusception if possible, re- 
section of the organic lesion responsible for 
the intussusception, and ileostomy if deemed 
advisable. More extensive surgical procedures 
are to be condemned unless absolutely neces- 
sary, e.g., When manual reduction ‘is not pos- 
sible, or when the condition is of long standing 
and irreversible circulatory changes have 
taken place. The prognosis, of course, in the 
latter cases is much more guarded. Expectant 
treatment should definitely be condemned 
when intussusception is suspected. 


SUMMARY 


A short historical review of intusseeption 
as a cause of intestinal obstruction in adults 
has been given. Two cases are reported—one 
an adult male, the other an adult female— 
one eaused by tumor, the other by inverted 
Meckel’s diverticulum, in whom treatment 
consisted of immediate operation, and in whom 
uneventful recovery took place. 


SOM MAIRE 


L’auteur fait une revue historique de l’intus- 
susception qui est cause d’obstruction intes- 
tinale chez les adultes. Il rapporte deux cas: 
1)—Un houme adulte. 2)—une femme adulte. 

Un des cas fut causé par une tumeur, l’autre 
par l’intervention du diverticule de Meckel. 
Ces deux cas furent immédiatement soumis au 
traitement opératoire. Le résultat fut une con- 
valescence sans incident. 
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RIASSUNTO 


Breve rassegna dell’intuscezione quale causa 
di ostruzione intestinale. Riporta due casi del 
genere, riguardanti ambedue adulti: il primo 
causato da un tumore, il secondo da un’inver- 
sione del diverticolo di Meckel. La guarigione 
e’ stata perfetta, senza aleuna complicazione 
postoperatoria. 
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are two parallel trends, one toward surgi- 

eal treatment and the other toward roent- 
zen irradiation. Irradiation is promising with 
certain initial mobile patterns only. Surgical 
treatment, of course, has a better prognosis 
if it is done at an early stage. The results of 
operation are greatly impaired by the pres- 
ence of metastases in the cervical lymph nodes, 
even in this case, though the prognosis is not 
entirely unfavorable. Great importance should 
be attributed to the operative indications. 
The method and extent of the operation de- 
pend on the site and extent of the tumor. 

In the ease of an epiglottic cancer, particu- 
lar deliberation is needed. There are three 
possible situations : 

1. The tumor is seated at the top of the 
epig!ottis. It is sharply limited and it has not 
spread to the deep tissues. These conditions 
should be verified not only by the regular 
laryngoscope but by direct laryngoscopie 
study. In such cases the tumor is removed, 
with much intact surrounding tissue, by a 
direct approach. After operation, its total 
removal should be checked by histologic ex- 
amination. 

2. The cancer of the epiglottis has pene- 
trated beyond the anterior commissure into 
the deep tissues and the vocal ligaments have 
been involved. In these circumstances only 
extirpation of the larynx can be considered. 

3. The cancer of the epiglottis extends above 
the anterior commissure. This is infrequent. 
Radical procedure is advisable; however, one 
should not perform a total extirpation. The 
epiglottis is approximated through a trans- 
verse pharyngotomy. 

The two operations usually performed, i.e., 
suprahyoid and subhyoid pharyngotomy, in- 
volve the risk that, owing to division of the 
muscles above or below the hyoid bone, ener- 
getie muscular traction after the operation 
may result in dehiscence of the wound. This 
danger ean be eliminated by the application 
of my procedure. 


|‘ THE therapy of laryngeal cancer there 


Surgical Therapy of Carcinoma of the Larynx 


RETHI AUREL, M_D., F.1.C.S. 
BUDAPEST, HUNGARY 


First a tracheotomy is performed, then the 
hyoid bone is exposed, level with its corpus, 
through a transverse incision, with the region 
under local anesthesia. The muscles are di- 
vided in the region of the corpus and the 
cornua below and above the hyoid bone re- 
spectively. Close to both ends of the corpus, 
the bone is sawed through along an oblique 
line running upward and inward. Finally the 
pharyngeal mucosa is severed, the pharyngeal 
cavity being opened thereby. Thus the epig- 
lottis can be radically removed. If abundant 
bleeding occurs, aspiration may be prevented 
by introducing a Belloeque tube through the 
tracheostomy. With the aid of this tube, a 
pear-shaped swab fastened to a silk thread 
ean be drawn in. The corpus of the hyoid 
bone, temporarily excised, can be fastened 
in its original place by means of two canals 
(bored either at this stage or before sawing 
through the bone. After the muscles have been 
sutured, wound separation is prevented by the 
suprahyoid muscles adhering to the hyoid 
corpus and the infrahyoid ones adhering to 
the cornua. 

There is still another interesting possibility 
with regard to the epiglottis. If a cancer of the 
epiglottis has involved the base of the tongue 
or if a cancer starting at the base of the tongue 
has involved the epiglottis, operation implies 
the danger of postoperative aspiration pneu- 
monia, which cannot be avoided except by 
total extirpation of the larynx. In such eases 
the following procedure has proved itself in 
my experience: Twelve to 14 days before the 
main operation, the laryngeal cavity is sepa- 
rated from the pharynx by uniting the vocal 
ligaments; then the most radical procedure 
employed in removal of the tumor can be per- 
formed without danger of aspiration. The 
vocal ligaments are united as follows: The 
laryngeal cavity is opened by laryngofission 
including the two upper cartilages of the air 
pipe. The epithelial coat is scraped off both 
voeal ligaments and commissurae; then the 
ligaments are united by interrupted sutures. 
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Thus the pharynx has been separated from 
the larynx. A cannula is inserted. Healing is 
undisturbed. 

As | have mentioned, the vocal ligaments 
are sutured mainly for cancers of the epiglot- 
tis in which the base of the tongue is involved. 
This procedure is applied also, however, when 
the cancer has not come near the commissura 
but the aryepiglottic folds or the false liga- 
ments are infiltrated without involvement of 
Morgagni’s pouches. In these cases radical 
extirpation of the larynx is unnecessary, be- 
cause the aryepiglottic folds can be removed, 
together with the false ligaments, without any 
danger. The suitable approach is again the 
transverse pharyngotomy, but the hyoid bone 
is removed, its presence not being required. 
After the cancer has been radically extirpated, 
the wound is left open. Through the wound a 
tube is introduced into the gullet for nutri- 
tional purposes, while the pharyngeal cavity 
is loosely filled with sponges. After the healing 
of the mucosal wound, the fenestra formed on 
the anterior wall of the pharynx is to be closed. 
To this end, two skin flaps like door wings are 
prepared, one on each side of the fenestra, and 
dissected off; then they are turned inward 
and united. Thus an inner epithelial lining 
has been formed. In order to cover the external 
skin defect, a transverse incision, forming on 
both sides a continuation of the inferior border 
of the defect, is made, and the triangular flap 
prepared in this way is disseeted off; then 
the superior angle of one flap is fastened to 
the angle of the superior skin defect of the 
other side, while the lower half of the skin 
defect is covered by the other flap. Thus the 
defect of the pharyngeal wall has been fully 
covered, 

If the laryngeal cancer is situated on the 
vocal ligaments without involving the aryte- 
noid cartilages and the vocal ligaments are 
still mobile, removal of the diseased parts after 
opening the larvnx may be taken into account. 
If the arytenoid cartilage is infiltrated by the 
cancer, while the commissura has not yet been 
infiltrated but the vocal ligament is fastened, 
I carry out a hemilaryngectomy. If, however, 
the commissura too is infiltrated, total laryng- 
ectomy is the operation of choice. In this ease, 
the radieal procedure should be associated 
with primary wound healing. My procedure 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JANUARY, 1950 


aiming at total laryngectomy which was dis- 
cussed in the twenties and widely adopted 
later usually results in primary healing of the 
wound. From this point of view, in addition 
to sterile operation and careful control of 
hemorrhage, it is important to prevent con- 
tamination of the wound with saliva. A skin 
incision is passed above at the level of the 
hyoid bone and below the cricoid cartilage. 
The two transverse incisions are connected 
along one of the sternomastoid muscles. The 
skin flap is dissected off laterally. The sterno- 
thyroid and the thyrohyoid muscles are re- 
moved. The vessels supplying and draining 
the larynx are tied. The isthmus of the thyroid 
gland is separated from the first tracheal ring, 
and the constrictor pharyngis muscle is dis- 
sected off the side of the larynx. The lymph 
nodes lying on the jugularis are removed. The 
upper part of the air pipe is fully separated 
from the esophagus. Then, through a trans- 
verse section, the tracheolaryngeal junction is 
divided, a sponge is placed into the lumen of 
the larynx, and the tracheal wall is fastened 
to the skin with stitches. The corpus of the 
hyoid bone and a part of the greater cornua 
are then removed, and the mucosa of the pos- 
terior larynx wall and recessus pyriformis is 
dissected off. 

Owing to removal of the hyoid bone, the 
pharyngeal muscosa can, after extirpation of 
the larynx, be united in a tangential line in- 
stead of a T-union. The pharyngeal cavity is 
opened at the posterior aspect of the larynx, 
and the lowermost part of the mucosa wound 
is supplied with a thin catgut stitch. 

During gradual removal of the larynx the 
defect is united with nontransfixing sutures. 
Thus the outflow of the saliva from the 
pharynx into the wound is prevented. A con- 
tinuous catgut suture is then applied, not 
transfixing the mucosa. Then the constrictor 
muscles and the fascia are united. The pos- 
terior half of the trachea is united with the 
skin. The upper and lower ends of the wound 
are each furnished with a rubber tube filled 
with gauze, which is to remain in position for 
one to two days only. 

The sutures of the air pipe are removed on 
the second day. For two days rectal feeding 
should be done. No nutritive catheter is ap- 
plied lest the mucosal wound be stretched. 
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After the second day oral nutrition is per- 
mitted; as first only fluids are given,, which 
must not be swollowed but shed, through the 
month, into the stomach. Of course, penicillin 
is administered after the operation. 

The procedure results in primary wound 
healing, and salivary fistula is an exceptional 
event occurring only when a late hematoma 
has developed despite the careful control of 
hemorrhage. 


SUMMARY 


The surgical treatment of laryngeal carci- 
noma is discussed, with particular emphasis 
on a careful evaluation of the indications for 
intervention. The special implications of car- 
cinoma involving the epiglottis are pointed 
out. The author believes that suprahyoid and 
subhyoid pharungotomy as usually performed 
“involve the risk that, owing to division of the 
muscles above or below the hyoid bone, ener- 
getic muscular traction after the operation 
may result in dehiscence of the wound.” He 
presents a technic for avoidance of this and 
other complications, which in his hands has 
given highly satisfactory results. 


RIASSUNTO 


Diseute la cura chirurgica del canero della 
laringe, con particolare riguardo alle indica- 
zioni operatorie. Sottolinea le speciali con- 
dizioni che derivano dall’invasione dell’epi- 
glottide. Ritiene che la faringotomia sopra-ed 
infrajoidea, quale viene comunemente ese- 
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guita, involva il rischio di una deiscenza della 
ferita in seguito a squilibri muscolari deri 
vanti dalla scissione dei muscoli al disopra 
ed al disotto dell’osso joide. Presenta quindi 
delle nuove modalita tecniche atte ad evitare 
queste ed altre complicazioni postoperatorie. 


SUMARIO 


Se diseute el tratamiento quirurjico del 
cancer de la laringe y sus indicaciones. Se 
apunta las implicaciones del cancer de la 
epiglotis. El autor cree que la faringotomia 
tal como se practica con division de los muscu- 
los supra or infra-hyodes, aumenta el peligro 
de la deshicencia de la herida, debido a la 
traccion energetica muscular durante el pe- 
riodo post-operatorio. El presenta una tecnica 
operatoria que evita esta, y otras complica- 
ciones, y que segun el da muy buenos re- 
sultados. 


SOM MAIRE 


Le traitement du carcinome du larynx est 
diseuté ainsi qu’une évaluation soignée des 
indications de l’intervention. Le carcinome 
étendu a l’épiglotte présente des difficultés. 
L’auteur croit qu'une pharyngotomie supra- 
hyoide ou subhyoide entraine le risque que la 
section des muscles supérieurs ou inférieurs 
prédisposent a la déhiscence postopératoire de 
la plaie die a la traction énergique des muscles. 
Il présente une technique permettant d’éviter 
ces complications et qui lui a donné d’exeel- 
lents résultats. 
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Case Report 


Cancer of the Large Intestine Complicated by Pregnancy 


MELVIN SCHLEMENSON, M.D., A.I.C.S., FRANK E. RUBOVITS, M.D., 
AND BERNARD ABRAMS, M.D. 
CHICAGO, ILL. 


CASE of cancer of the rectosigmoid 
ne portion of the large intestine com- 
plicated by pregnancy is presented. 
Banner, Hunt, and Dixon,'! Finn and Lord,” 
and Der Brucke* reported some 70 cases of 
concomitant cancer of the large intestine and 
pregnancy. From the study of the recorded 
eases, the following impressions were gained: 
The majority of patients were in the fourth 
decade of life; the youngest was a_ prima- 
gravida aged 23; with the exception of the 
youngest, all were multiparous; the symptoms 
were essentially those of cancer of the large 
intestine. The diagnosis, in many cases, was 
not made until the last trimester of pregnancy 
because symptoms, sometimes noted early in 
pregnaney, were too frequently attributed to 
gestation. The most common complications of 
the cancer, in the treated and untreated pa- 
tients were intestinal obstruction and perito- 
nitis. Treatment varied according to the 
duration of pregnancy, the location and extent 
of the cancer, the presence or absence of intes- 
tinal obstruction, and the condition of mother 
and fetus. In general, in those eases in which 
the cancer was diagnosed early in pregnancy, 
immediate treatment was begun by whatever 
surgical method seemed most feasible. In that 
group the prognosis for both mother and fetus 
was best. When the diagnosis of eaneer was 
made later in pregnancy, delivery of the fetus 
by the most practicable obstetric procedure 
(either cesarean section or induced labor) 
followed by definitive treatment of the cancer 
was the procedure most frequently employed. 
In many cases the cancer was inoperable 
when the diagnosis was made, and both ma- 
ternal and fetal mortality were high. Banner, 
Hunt and Dixon! found the maternal mortal- 
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ity to be 63 per cent in 41 reported cases in 
which the final outcome was known. In addi- 
tion, the gross fetal mortality in 62 cases, was 
50 per cent where surgical treatment was em- 
ployed. In seven cases of their own the ma- 
ternal mortality and corrected fetal mortality 
were substantially lowered. The prognosis of 
acute intestinal obstruction due to cancer dur- 
ing pregnaney is grave. Finn and Lord? have 
reported the case of the only patient who 
survived. 


CASE REPORT 


A. U., a woman aged 42, para I, gravida ITI, in 
the eighth month of pregnancy, was admitted to 
the Chicago Tumor Institute Oct. 10, 1946, com- 
plaining of rectal bleeding and alternating con- 
stipation and diarrhea of approximately four 
months’ duration. In addition, there were decrease 
in the calibre of the stool, tenesmus, and rectal 
pain. These symptoms had become progessively 
worse. There were no untoward symptoms refer- 
able to the pregnancy. Two previous pregnancies 
had been uncomplicated, and the past history and 
family history were noncontributory. 

Examination disclosed the abdomen enlarged to 
the size of an eight months’ pregnancy. There was 
cephalic presentation. Rectal examination revealed 
a papillary tumor 5 em. in diameter on the an- 
terior rectal wall, approximately 8 em. from the 
anal margin with slight anterior fixation. The re- 
mainder of the examination revealed no abnor- 
mality. 

On Oct. 14, 1946, a cesarean hysterectomy and 
bilateral salpingo-oophorectomy were performed. 
A normal male infant weighing six pounds was 
delivered. At this operation the tumor of the recto- 
sigmoid was found to be freely movable and 
deemed amenable to primary resection at another 
operation. The patient had an uneventful recov- 
ery. Lactation was suppressed, and the patient and 
child left the hospital on the eleventh postoperative 
day. On Nov. 20, 1946, after routine preparation of 
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the intestine, a primary resection of the tumor at 
the rectosigmoid junction and an end-to-end anas- 
tomosis were performed by another surgeon. No 
metastases were palpable in the liver. The micro- 
scopic diagnosis was mucinous adenocarcinoma of 
the large intestine with extension to the serosa and 
metastasis to a regional lymph node.. 

The postoperative course was uneventful, and 
the patient was discharged from the hospital on 
the fifteenth postoperative day. She was last seen 
in September 1948. There was no evidence of can- 
cer. The child was reported to be a normal infant. 


Comment: In this case, the obstetric pro- 
cedure described was chosen to facilitate the 
treatment of the cancer. Hysterectomy mini- 
mized the technical difficulty of intestinal re- 
section. We were fortunate to deliver a viable 
fetus; however, that was not a primary con- 
sideration. 

Marked tumescence and vascularity of the 
cancer, noted at the first operation, had largely 
subsided at the second. In our opinion this was 
part of the involution following the termina- 
tion of pregnaney, and it would have been 
dangerous to attempt intestinal resection be- 
fore involution had occurred. However, there 
was no evidence that the pregnancy affected 
the cancer. 

Antibiotics and blood transfusions were 
exceedingly important in the management of 
this case, and it is to be expected that because 
of these agents the mortality will be greatly 
reduced. In addition, the increasing education 
of the physician and the patient about cancer 
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will aid in earlier diagnosis, which will assist 
in reducing the mortality. 

The obstetric management should be con- 
ducted in a manner that allows the earliest 
and most definitive treatment of cancer. It 
should be emphasized that the pregnancy con- 
stitutes a complication and must in no way 
be allowed to interfere with the optimal attack 
on the primary disease. 


SUMMARY 


Cancer of the large intestine complicated 
by pregnaney is rare; the mortality rate for 
both mother and child is high; first consider- 
ation must be given to treatment of the 
cancer. A case of cancer of the rectosigmoid 
portion of the large intestine complicated by 
pregnancy, with survival of mother and fetus, 
has been presented. The use of antibiotics and 
the newer knowledge about blood and fluid 
transfusions will aid in materially reducing 
the mortality. Symptoms referable to the large 
intestine during pregnancy must be given 
careful evaluation. 
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Seccién en Espanol 


Cirugia Moderna del Sistema Nervioso 


JUAN NEGRIN JR., M.D. 
NEW YORK, N. Y. 


los adelantos recientes de la cirugia del 

sistema nervioso con las limitaciones de 
espacio a que esta exposicién debe someterse. 
Tampoco pretenderemos hacer un_ estado 
actual de un resumen de la literatura médica, 
sino un extracto de nuestra experiencia en 
neurocirugia. Atin asi no nos sera permitido 
tratar de muchos aspectos diagnésticos y 
terapéuticos de la Neurocirugia moderna. Nos 
limitaremos por tanto a la mencién sucinta de 
algunos temas y comentarios que en nuestra 
opinién pueden ser de interés al médico ge- 
neral y a los que se interesan en la lectura de 
temas médicos. Para mayor simplificacién 
omitimos referencias bibliograficas. 


FE IMPOSIBLE presentar debidamente 


LESIONES TRAUMATICAS DEL SISTEMA NERVIOSO 


Trauma Cerebral: Los hematomas son las 
tinieas lesiones traumaticas intracraneales 
simples necesitadas de tratamiento quirtrgico 
urgente. Pueden clasificarse segtin su situacién 
en subdurales, epidurales e intracerebrales. 

E] diagnéstico preoperatorio es de impor- 
tancia primordial y dependera sobre todo de 
la historia clinica. Una historia bien obtenida 
nos informara de las variaciones en la obnu- 
bilicién mental, torpor y estupor desde el 
momento del aecidente. Estos datos deben con- 
siderarse como informacién fundamental para 
el diagnéstico. Los cambios en el tamano de las 
pupilas constituye otra observacién impor- 
tante. También deben tenerse en cuenta la 
apariciOn de sintomas neurolégicos como hepi- 
paresis 0 hemiplegias. De menor importancia 
son los eambios en reflejos y otros signos neu- 
rolégicos. 

Las radiografias del craneo pueden ser de 
utilidad diagnéstica. En general no estan con- 
traindicades en ningin momento, si se toman 
las precauciones necesarias. La puncién lum- 
bar no tiene contraindicacién definitiva en el 


trauma cerebral, pero nunca debe hacerse con 
presién yugular y lecturas manométricas. 

La electroencefalografia es valiosa en el 
diagnéstico y ademas en el progreso clinico 
y para detectar la posible aparicién de tras- 
tornos convulsivos. El] tratamiento del trauma 
cerebral debe ser conservador mientras el 
enfermo sigue un curso de mejoria lenta pero 
constante. Debe operarse cuando el estado 
general es indebidamente estacionario o dete- 
riora gradualmente. Los “hematomas sub- 
durales agudos” tienen una mortalidad post- 
operatoria grande. Los hematomas subdurales 
liquidos pueden evacuarse a través de dos 
aberturas homolaterales. Si son mas sdlidos u 
organizados sera preciso extirparlos a través 
de un eolgajo. Los hematomas epidurales re- 
quieren intervencién quirtrgica inmediata. Su 
extirpacién se hace c6modamente a través de 
un pequeno colgajo temporal. 

La ventriculografia es valiosa para locali- 
zar un hematoma cuya situacién por métodos 
clinicos es dudosa. Al hacer las dos aberturas 
para la ventriculografia nos es permitido ver 
los espacios subdurales. Si se encuentra un 
hematoma se hace otra abertura mas anterior 
que facilite su evacuacién, y si no se encuentra, 
se procede a la inyecci6n de aire en los ventri- 
culos laterales y las radiografias determina- 
ran el lugar del hematoma, caso de que exista. 

Caso 1: B. F. 40 anos, hombre. Admisién hos- 
pitalaria en embriaguez alcohdélica y estupor, deso- 
rientado cuando se alertaba con estimulo doloroso. 
Historia inobtenible. Previas admisiones con alco- 
holismo agudo. Sangre seca en el oido derecho. 
Puncién lumbar con liquido céfalorraquideo san- 
guinolento. Radiografias con fractura lineal de la 
region temporal izquierda. Paresis de la extremidad 
superior izquierda dos dias después. Estupor grad- 
ualmente mas pronunciado. A los cinco dias de su 
admisién una exploracién de ambos hemisferios fué 
negativa. A los ocho dias de su admisi6n se presenté 
una paralisis flacida del brazo izquierdo y de la 


ins 
4 
98 


VOL. XIII, NO. 1 


extremidad inferior izquierda. Cuatro dias mas 
tarde notamos una hemiplegia izquierda espastica. 
En este momento se hizo una ventriculografia que 
indicé la presencia de una masa en la regién tem- 


Fig. 1. (Caso 1) Ventriculograma. 
Vista anteroposterior mostrando un 
desplazamiento del sistema ventri- 
cular hacia la derecha. A través de 
un colgajo temporal izquierdo se 
evacué una hematoma intracerebral 
del l6bulo temporal izquierdo. 
Notese la fractura del craneo en la 
region temporal izquierda. 


poral derecha (Fig. 1). A continuacién una eraneo- 
plastia derecha permitié la evacuacién de un hema- 
toma intracerebral del l6bulo temporal que ocupaba 
una cavidad de 10 em. de didmetro. Veintiddés dias 
mas tarde la hemiplegia desapareciéd por completo. 
En este momento pudo demostrarse una hemiano- 
psia homénima izquierda. 
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Los ventriculogramas deben ser hechos y repe- 
tidos en cualquier momento del curso clinico 
que haya un deterioro o estacionamiento cli- 
nico alarmantes. A veces después de extraer 
un hematoma el enfermo mejora y mas tarde 
empeora. En este caso un ventriculograma nos 
dira si hay una recurrencia del hematoma 
evacuado, 0 si hay otro hematoma en otro 
lugar. 

Caso 2: F. D. 38 afios, hombre. Admitido al 
hospital en estupor cinco dias después de un trauma 
a la cabeza, sin sintomas neurolégicos. Operacién el 
dia de admisién al hospital: extraccién de un hema- 
toma subdural izquierdo (45 cc.). Mejoria gradual 
post-operatoria y 2 semanas mas tarde retorno del 
estupor, sin sintomas neurolégicos. 17 dias después 
de la primera intervencién una ventriculografia 
evidencié una masa en la parte posterior de la re- 
gién parietal en el lado derecho, en el mismo lado 
de una fractura lineal de la béveda craneana (Fig. 
2). Se llevé a cabo una craneoplastia con extir- 
pacioén de un hematoma epidural (40 Gm.). A con- 
tinuacién sucedié una mejoria rapida y el enfermo 
salié del hospital sin ninguna secuela. 

De vez en cuando la raz6n de que el enfermo 
empeore se debe a la existencia de un hidro- 
céfalo posttraumatico progresivo. Si este pro- 


ceso no responde a la anatomosis ventriculo- 
cisternal o se detiene espontaneamente, el 
desenlance final es la muerte del enfermo. Un 
hematoma epidural puede ir acompanado de 
un hematoma intracerebral o subdural en el 
mismo lado o en el lado opuesto. Por eso esta 
indicado explorar ambos lados. Cuando sdélo 


Fig. 2. (Caso 2) Ventriculogramas. Vista anteroposterior y lateral derecha mostrando 
la presencia de una masa en la regién parietal posterior derecha. De esta regién, y a 
través de un colgajo, se evacué un hematoma epidural de 40 Gm. 
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se evacua el hematoma epidural y después de 
una mejoria sucede un empeoramiento o esta- 
cionamiento clinicos, la ventriculografia mos- 
trara cual es la combinacién de hematomas, y 
el tratomiento adecuado a seguir. 

Las complicaciones y secuelas post-trauma- 
ticas pueden ser un mayor problema de trata- 
miento que el trauma inicial. Aparte del gran 
campo de las enfermedades fingidas hay nu- 
merosas secuelas verdaderas, La epilepsia se 
encuentra en el ocho ciento aproximada- 
mente de las heridas de la cabeza en los en- 
fermos civiles. Puede aparecer inmediatamente 
o de 15 a 20 afios mas tarde. Una medida. pre- 
ventiva buena contra las convulsiones impre- 
vistas es la administraci6n rutinaria de medio 
grano de luminal dos veces al dia en todo caso 
sospechoso de lesién cortical durante seis 
meses. Todo caso de trauma debe seguirse con 
electroencefalografia. En ciertos pacientes el 
tratamiento quirtirgico de la epilepsia es el 
tinieo efiecaz. Las fistulas arteriovenosas, 
trombosis del seno cavernoso y aneurismas 
intracraneales pueden encontrarse como re- 
sultado de un traumatismo ecraneal. La angio- 
grafia es a veces necesaria para su diagnostico 
y loealizacién final. 

Las meningitis y los abscesos post-trauméti- 
cos con el uso preventivo de los antibidticos 
han disminuido considerablemente. Un pneu- 
mocéfalo y rinorrea de liquido céfaloraquideo 
post-traumatico pueden precisar una _ inte- 
rvencién quirirgica. 

Los defectos de la b6veda craneana deben 
ser reparados dos 0 tres meses después que la 
piel ha cieatrizado. Una espera de un ajo es 
necesaria después que una infeccién ha desa- 
parecido. Los mejores métodos craneoplasticos 
se obtienen usando transplantes de la tibia, 
placas de tantalo y placas de material plastico. 
Las placas de tantalo deben fijarse con hilos 
de metal y no con tornillos. Le ventaja de las 
resinas acrilicas sobre las de tantalo son 
obvias, si se han de hacer pneumoencefalogra- 
fias mas tarde (Fig. 3). 

Las secuelas de los nervios craneales pueden 
ser transitorias 0 permanentes. Los dolores 
de cabeza post-traumaticos debidos a lesiones 
vaseulares de la piel deben tratarse con in- 
filtracién de novoecaina, y si recurren, el vaso 
afectado puede ser parcialmente extirpado. 
Las cefalalgias causadas por adherencia de la 
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pia pueden ser aliviadas por la encefalogra- 
fia con aire. 

Cambios de personalidad, pérdida de ape- 
tito, cansancio desusado y debilidad general 
acontecen con frecuencia. Problemas de com- 
portamiento y enocionales, deterioracién inte- 
lectual, pérdida de memoria e inhabilidad para 
concentrar la atencién pueden aparecer por 
un tiempo o ser permanentes después de un 
trauma craneal. 

En general los estados neurdéticos y psic6- 
ticos no son raros. Es conveniente antes de 
ver por ultima vez al enfermo someterle a un 
examen neuropsiquidtrico cuidadoso que in- 
cluya pruebas psicolégicas porque con fre- 
cuencia hay anormalidades que pasan desa- 
percibidas en un examen superficial. 

Trauma de la Columna Vertebral: Los 
traumatismos de la medula espinal pueden 
clasificarse en dos grupos: unos con fractura 
de la columna vertebral sin lesi6n de la médu- 
la y otros con lesién de la médula. El problema 
del transporte del enfermo se resuelve tra- 
tando primero el shock, si lo hay, y trasla- 
dandole con el menor movimiento y cambio 
posible de la posicién en que se encuentra 
después del accidente. Una vez en lugar ade- 
cuado el examen neurolégico y rayos X aconse- 
jaran la posicién y disposicién a seguir en de- 
fiinitivo. Debe anotarse con cuidado cualquier 
posible nivel de analgesia, si lo hay, la motili- 


Fig. 3. (Caso 3) M. L. 39 aiios, hombre. Craneoplastia 

por medio de una placa acrilica. (A) Antes de la 

craneoplastia. (B) Cuatro semanas mas tarde. (C) 
Forma y dimensiones de la placa utilizada. 
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Fig. 4. (Caso 4) M. F. 35 aiios, hembra.—A consecuencia de una caida por 

una escalera sostuvo une fractura comprimida de la segunda vértebra 

lumbar. (A) No presenté signos neurolégicos. Después de un enyesado 

adecuado (B) la enferma recuperada enteramente salié del hospital a los 
tres meses. 


dad de las extremidades y los reflejos. Si hay 
dolor puede utilizarse la morfina a discreci6n. 

Si hay fractura de vértebras, sin lesién de 
la médula espinal, aparte de la inmovilizaci6n 


puede ser suficiente tratamiento. Hay que 
prevenir, y debemos criticar, el uso indebido 
e inadecuado que se hace tantas veces de los 
enyesados (Fig. 4). Cuando hay una lesién de 
la espina dorsal, aparte de la inmovilizaci6én 
en hiperextensiOn, es preciso tener especial 
cuidado de la miccién, defecacién y estado de 
la piel, asi como del estado nutritivo general. 

En fracturas de la regién cervical lo mejor: 
es aplicar traccién 6sea. Con este fin es aconse- 
jable utilizar las tenazas de Crutchfield. El] 
uso de laminectomias en los traumas de la 
columna vertebral no debe ser basado en 
principios generales, sino que se decide de- 
spués de un examen y de consideracién indivi- 
dual de cada caso. El problema del paraplé- 
gico existe con mayor frecuencia durante 
confllictos militares. Con las experiencias de 
la Ultima guerra podemos rehabilitar los para- 
plégiecos hasta un grado insospechado hace 
poeos anos. 

Hay otro grupo de enfermedades que pode- 
mos considerar como debidas a trauma sin 
fractura de vértebras ni lesién de médula es- 
pinal, al cual pertenecen un gran nimero de 
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“ciaticas” o “lumbagos,” producidos por pre- 
sién en las raices de un niicleo intervertebral 
herniado o que protrude. En estos casos, des- 
pués de tratamiento paliativo, el diagnéstico 
puede confirmarse por mielografia y luego se 
procede a la extirpacién del “disco” 0 “discos” 
afectados. 


Caso 5: F. P. 33 atios, hombre. Varios meses de 
“eiadtiea” bilateral_—Signos neuroldgicos (reflejos y 
parestesias e hipoestesias) cambiables. La mielo- 
grafia con pantopac mostré una obstruccién entre 
la cuarta y quinta vértebra lumbar (Fig. 5). Des- 
pués de la extraccién de un disco intervertebral 
herniado por aproximacién interlaminar unilateral 
sin laminectomia, el paciente salié del hospital ocho 
dias mas tarde sin dolor. 


TU MORES DEL CEREBRO 


El diagnéstico temprano de los tumores del 
cerebro es esencial para sacar mayor partido 
de los resultados mas satisfactorios que la 
técnica neuroquirtirgica nos facilita hoy dia. 
La dilacién y errores diagnésticos mas fre- 
cuentes se deben en general a no utilizar ci- 
ertos procedimientos modernos que describi- 
remos brevemente a continuacién, y sin cuyo 
uso las misinterpretaciones pueden ocurrir fa- 
cilmente. Por ejemplo, ciertos tumores intra- 
craneales han sido previamente tratados como 
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sinusitis. También hemorragias en tumores 
produciendo hemiplegias han sido considera- 
das como hematomas secundarios a hiperten- 
sién. Sintomas producidos por neoplasmas han 


Fig. 5. (Caso 5) Myelograma con 3ce. de pantopac. 
Obstruccién entre la cuarta y quinta vértebra lumbar, 
producida por un disco intervertebral herniado que 
fué extirpado por aproximacién interlaminar, uni- 
lateral Nétese cémo la aguja utilizada para la pun- 
cién lumbar e introduccién del pantopae se deja 
inserta, para extraer la sustancia opaca, después de 
la fluroscopia y tomas radiograficas. 


sido adscritos a arterioesclerosis cerebral. 
Sindromes de Meniere, hemicraneas, cefa- 
lalgias y neuralgias occipitales son produci- 
das a veces por tumores del cerebro. Algunas 
histerias, neurosis y psiconeurosis tratadas 
durante largo tiempo con procedimientos psi- 
coterapéuticos, psicoanalisis e incluso choques 
eléctricos, demonstramos eran producidas por 
erecimientos tumorales intracraneales. Tam- 
bién varios casos de epilepsias idiopaticas de 
la infaneia y adultos eran producidas en reali- 
dad por tumores del cerebro. No es raro ver 
nifos previamente considerados hidrocefali- 
cos, 0 con supuestas meningoencefalitis, hemo- 
rragias intracerebrales, “convulsiones asinto- 
maticas” ete. cuyo estado es causado por un 
tumor cerebral. 

No hay que olvidar eémo, en enfermedades 
congénitas del cerebro o malformaciones de 
desarrollo, puede presentarse simultaneamente 
un tumor cuyo diagnéstico permitira el trata- 
miento adeeuando y el ecuidado y atencién 
médicos debidos. Tal ocurre con la esclerosis 
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tuberosa donde la existencia de gliomas no es 
rara. En un caso nuestro existia un papiloma 
del plexo coroideo. Estas observaciones sugi- 
eren que en casos seleccionados de esclerosis 
tuberosa esta indicado un tratamiento quirtr- 
gico como tinico procedimiento para aliviar las 
complicaciones y sintomas resultantes de la 
presencia simultanea de una formacién neo- 
plasica. 

Debe Ilamarse la atencién también a la aser- 
errénea, casi universal, de que los tumores 
del cerebro no presentan sintomas “del sistema 
extrapiramidal,” es decir, corea, atetosis, rigi- 
dez parkinsoniana, ete. Solo en los tltimos seis 
meses hemos tenido ocasién de ver un astroci- 
toma con coreo-atetosis y un glioblastoma con 
rigidez parkinsoniana. 


Procedimientos diagnésticos 


Es esencial el obtener primero una historia 
clinica detallada, hacer luego un examen 
fisico general y neurolégico minucioso y de- 
spués completar la investigacién clinica con 
radiografias, estudios electroencefalograficos, 
puncién lumbar, aerografia y arteriografia 
segtin las indicaciones de cada caso individual. 
Rayos X—lLas radiografias deben  ineluir 
siempre tomas estereoscépicas del craneo. A 
veces pueden demostrarse erosiones cerca 0 
en el lugar del tumor. Otras veces la frecu- 
encia de ecrecimientos anormales del hueso, 
huellas vaseulares anormales, deformidades 
del craneo, decalcificaciones 0 depdsitos de ma- 
terial radio-opaco como calcio nos pondra en la 
pista de un diagnéstico apropiado. 

Caso 6: G. B. 53 afios, hembra. Historia y exam- 
en clinico indicativo de un adenoma de la pituitaria. 
La radiografia mostré una erosién mareada de la 
silla turea. A los nueve dias de extirpar el tumor la 
enferma pudo regresar a su casa con la visién con- 
siderablemente mejorada (Fig. 6, izquierda). 

Caso 7: M. L. 39 anos, hembra. Historia de un 
ataque epiléptico grande (grand mal), controlado 
facilmente con sedantes. La radiografia sugirié la 
presencia de un quiste dermoide con invasién del 
nostico fué confirmado al extirpar un quiste der- 
moide epidural y el hueso frontal afectado. Dias 
mas tarde se hizo una crneoplastia con resina acrilica 
(Fig. 3). Durante cuatro afios no habido retorno 
de la epilepsia ni secuela alguna postoperatoria. 

Electroencefalografia: Es la téenica de re- 
gistrar la actividad eléctrica del cerebro hu- 
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Fig. 6. Izquierda (Caso 6) Erosién marcada de la silla turea en un caso de tumor de la glandula pituitaria. 
Derecho (Caso 7) Lesién ésea de hueso frontal derecho debida a la presencia de un quiste dermoide epidural. 
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- (Caso 8) Electroencefalograma en un glioblastoma de la regién temporal posterior previamente diag- 
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nosticado como trombosis. La flecha sefiala una de las fases invertidas. 
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mano directamente a través del cuero cabell- 
udo. Asi se localizan anormalidades eléctricas 
producidas por tumores. Es también un pro- 
cedimiento necesario para el diagnoéstico, pro- 
nostico, indicaciones terapéuticas y determina- 
del curso clinico de epilepsias, 
traumatismos cerebrales y lesiones vasculares 
intracerebrales. Aunque la técnica es compli- 
eada, no produce la menor molestia al enfermo 
y al presente su uso se va generalizando rapi- 
damente. 

Caso 8: L. H. 55 anos, hembra. Caso diagnosti- 
cado previamente como trombosis del hemisferio 
derecho. El examen electroencefalografico nos hizo 
sospechar la presencia de un tumor (Fig. 7). Nétese 
la desorganizacién de la actividad eléctrica del lado 
derecho comparada con el izquierdo, la presencia 
de fases invertidas y las ondas de mayor amplitud 
y menor frecuencia que lo normal. La loealizacién 
electroencefalografica fué confirmada por la aero- 
grafia y veinte dias después de extirpar un glio- 


Fig. 8. (Caso 9) Angiograma cerebral izquierdo. Proc- 

edimiento directo, previa exposicién de la carética. 

Nétese el separador, jeringuilla y aguja en posicién. 

Demostracién de un hemangioma de la regién parietal 
posterior izquierda. 
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Fig. 9. (Caso 10) Ventriculogram mostrando una 
masa en la regién posterior del tercer ventriculo 
producida por un pinealoma. 


blastoma de la regién parietal posterior derecha, 
la enferma salié del hospital en buen estado gen- 
eral sin secuelas que produjeran invalidez. 

Un cierto numero de enfermos con sintomas 
neurol6gicos clinicos tienen electroencefalo- 
gramas normales. En los tiltimos anos se han 
usado varios procedimientos para demostrar 
las anormalidades eléctricas latentes o subeli- 
nicas no demostrables por los métodos usuales. 
Con este fin la hiperventilacién es usada corr- 
ientemente por casi todos los electroencefalo- 
grafistas. E] método del metrazol de Walker. 
el del sueno de Gibbs, la lobelina de Buynard 
e inhalaciones de CO, i O. de Bauduin entre 
otros, son los mas conocidos. Siempre que es 
posible debe usarse la pneumoelectroencefalo- 
grafia, es decir, la electroencefalografia si- 
multanea con la pneumoencefalografia. De 
esta forma hemos conseguido diagnésticos no 
logrados con otros métodos (Fig. 12). 

Con relacién a la puncién lumbar mencio- 
naremos tinicamente la frecuencia con que los 
datos obtenidos son causa de error por parte 
de quienes ponen una fé indebida o execulsiv 
en éste procedimiento. 

La aerografia cerebral permite la visualiza- 
cién radiografica de los ventriculos y espacio 
subaraenoideos, sustituyendo el liquido céfa- 
Jorraquideo por aire. Si la presié del liquido 
eéfalorraquideo es normal, y no hay papile- 
dema, ni se sospecha una lesion de fosa poste- 
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rior la aerografia cerebral se hace por via 
lumbar (pnueumoencefalografia). Entonces el 
enfermo se sienta y a través de una puncién 
lumbar se reemplaza fraccionadamente de 
diez-en-diez ec., el liquido céfalorraquideo por 
aire. Es conveniente tomar una radiografia 
preliminar antes de terminar. Con frecuencia 
se utiliza la anestesia con pentotal sddico en 
lugar de la local, para mayor comodidad del 
enfermo. Cuando el liquido céfalorraquideo 
tiene una presiOn elevada, si hay edema papi- 
lar 0 se sospecha una lesién de fosa posterior. 
la sustitucién de liquido por aire se hace a 
través de una aguja introducida en los ventri- 
culos por una perforacién previa del craneo 
(ventriculografia). Mientras la ventriculo- 
vrafia permite una visualizacién mas detallada 
del sistema ventricular la pneumoencefalogra- 
tia demuestra, ademas, los espacios cisternales 
subaraenoideos. 
La Angiografia Cerebral: Consiste en la visua- 
lizacién radiografica del sistema vascular cere- 
bral por medio de la introducci6n en la cireu- 
Jacién sanguinea del cerebro de una sustancia 
opaca a los rayos x. Es util especialmente en 
la loealizacién y estudio de los tumores vaseu- 
lares. La sustancia opaca a los rayos X utili- 
zada hoy dia, en general, es el Diodrast en 
solucién al 35 percent. La inyeecién se hace a 
través de una aguja introducida en la carotida 
comun, la earétida interna o en la arteria verte- 
bral. La insereién de la aguja se hace por visién 
directa previa incisién de la piel y exposicién 
del vaso, 0 por inyeccién pereutanea directa 
sin previa incisién de la piel. Usamos con pre- 
ferencia el procedimiento percutaneo. La toma 
de radiografias se hace simulténeamente y en 
sineronizacion con la inyeecién. Hay innu- 
merables métodos y sistemas para cambiar las 
placas con rapidez. La estabilizacién y simpli- 
ficacion de ésta téenica se lograré cuando po- 
damos filmar en el futuro inmediato el paso 
del Diodrast por la cireulacién del cerebro. 
Caso 9: A, K., 52 anos, hembra. Estupor y coma 
sibditos seguido de cuadriplegia y hemorragia su- 
baraenoidea. En cuatro semanas recuperacién casi 
total con hemianopia homénima derecha. Angio- 
grafia cerebral de la carétida izquierda, por el 
método directo previa exposicién de la carétida en 
el cuello, mostré un hemangioma de la regién parieto 
occipital izquierda (Fig. 8). A continuacién se ligé 
la carétida comin. Una semana mas tarde la en- 
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ferma salié del hospital sin ninguna secuela, excepto 
una hemianopia parcial Durante dos afios ha podido 
llevar una vida normal sin restricciones ni impedi- 
mento fiscio alguno. 

Tratamiento:Una vez establecido el diagné- 
stico y localizacién del tumor del cerebro, se 
procede a su extirpacién quirtrgica, puesto 
ques éste es el tinico tratamiento racional hoy 
dia. El campo de la neurocirugia para neo- 
plasmas cerebrales ha hecho grandes progre- 
sos en los wiltimos anos. Los adelantos en 
la anestesia son un factor considerable en 
los mejores resultados obtenidos. En general, 
usamos la anestesia intratraqueal de éter. 
También es va aceptado que las craneotomias 
amplias permiten un campo operatorio mas 
adecuado para exponer el tumor y proceder 
a una extirpacién completa. 


Caso 10: L. S., 13 atios, hombre. Sospechamos la 
presencia de un pinealoma al descubrir paresis 
bilateral del movimiento ocular hacia arriba. La 
ventriculografia confirmé el diagndstico (Fig. 9). 
La extirpacién del tumor se hizo a través de una 
craneoplastia coronal posterior (Fig. 10A, B). A 
las 3 semanas salié del hospital. Durante los tltimos 
dos aos realiza su vida deportiva normal y ocupa 
siempre uno de los primeros puestos de su clase en 
la escuela. Actualmente sigue, aunque disminuida, 
la paresis ocular preoperatoria. 


Progresos constantes en instrumental qui- 
rargico simplifican y mejoran las téenicas 
operatorias. Hemostasis con nuevos métodos 
(fibrina, gasa absorbente, ete.) ha resultado 
en considerable brevedad del tiempo opera- 
torio, con gran disminucién del “shock” del 
enfermo. Los procedimientos modernos de 
transfusién de sangre, la administracién in- 
travenosa de liquido y la alimentaci6én del en- 
fermo inconsciente a través de tubos nasales 
y duodenales han resuelto el problema hasta 
entonces insoluble, de alimentacién, de pre- 
paracién preoperatoria y de cuidado post- 
operatorio del enfermo. 

Las complicaciones serias y graves por infe- 
eciones, ha quedado grandemente disminuido 
con el uso de drogas antibiéticas y de deriva- 
dos sulfamidicos. En conelusién, como en eu- 
alquier otra parte del cuerpo, la importancia 
del diagnéstico temprano del tumor del cere- 
bro dara al enfermo mas oportunidad para su 
mejoria y recuperacion postoperatoria. 

Conseguiremos mayor eficacia en los pro- 
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blemas de tumores cerebrales difundiendo los 
conocimientos modernos a la profesién médica 
no especialista y al ptiblico en general. Al pt- 
blico debemos indicar lo que puede ofrecer la 
Neurologia y Neumocirugia modernas y a los 
médicos no especialistas deben presentarseles 


Fig. 10. (Caso 10) Radiografia postoperatoria. Tomas 

jateral (A) y Anteroposterior (B) para demostrar 

la crAneotomia coronal posterior utilizada por nosotros 

en Jos casos de tumores de la regién pineal que precisan 
extirpacién quirirgica, 
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Fig. 11. (Caso 11) Angiografia cerebral izquierda. 
Demostracién de un aneurisma intracerebral. 


con mas detalle las téenicas y procedimientos 
diagnésticos y terapéuticos. E] enfermo con un 
tumor cerebral tiene hoy dia mayor posibilidad 
de curacién que antes y a medida que el tiempo 
pasa y el progreso contintia son de esperar me- 
jores resultados. Actualmente la mortalidad 
quirtirgica en tumores del cerebro es compara- 
ble a la de cualquier operacién semejante en 
otra parte del cuerpo, si ha habido un diag- 
néstico temprano razonable y adecuada técnica 
quirtrgica. 


TUMORES DE LA MEDULA ESPINAL 


En general, el examen nueroldégico es sufici- 
ente para llegar al diagnéstico final. Si es pre- 
ciso podemos recoger mas informacion por una 
punci6n lumbar con precauciones debidas. Las 
radiografias y en ciertos casos una mielo- 
erafia seran necesarios para el diagndéstico 
preoperatorio definitivo. La téenica quirtrgica 
en tumores de la médula espinal es, salvo ei: 
detalles, semejante a la de hace 20 afios. 

Un tumor de la médula pueden ser une 
manifestacién tumoral del resto del organismo 
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Fig. 12. (Caso 12) Pneumo-electroencefalografia en un enfermo cuyo previo EEG (A) era normal 
después de un pneumoencefalograma normal con 50 ec. de aire (C) se obtuvo un EEG definitiva- 
mente anormal sugeridor de un estado de epilepsia. 


como es en la neurofibromatosis multiple de 
Recklinghausen. En estos casos su extirpacién 
quirirgica puede retrasar por varios anos o 
evitar, durante la vida del enfermo, la pre- 
sencia de una paraplegia o cuadriplegia ecu- 
indo los erecimientos neurofibromatosos com- 
primen la médula en uno o varios niveles. 


TRATAMIENTO QUIRURGICO DEL DOLOR 


Cuando el dolor no responde a la terapéu- 
tica médica, su alivio depende de la interr- 
upeién quirtiirgica adecuada, de las vias nervi- 
osas que transmiten o influencian la sensacién 
de dolor. 

El tratamiento quirtirgico del dolor se 
realiza, casi exclusivamente, en las enferme- 
dades erénicas 0 en casos cuya patologia eti- 
olégica es ineurable. Las medidas conserva- 
doras como opiaceos, no deben_ utilizarse 
prolongadamente, por temor a afadir un pro- 
blema mas a los ya existentes. En general, si 
se calcula que el paciente ha de vivir mas de 
cuatro meses, se debe recurrir a una terapéu- 
tica quirtirgica. La eleccién de la téenica 
operatoria se basa en el conocimiento neurofi- 
siolégico de las vias nerviosas transmisoras del 
dolor. En la cabeza y cuello las sensaciones 
dolorosas son llevadas esencialmente a través 
de los nervios trigémino, glosofaringeo y los 


primeros pares cervicales. En el resto del 
cuerpo a través de los nervios espinales. 

En los nervios periféricos las fibras que con- 
ducen todas las sensaciones y las_ fibras 
motrices van mezcladas en haces mixtos. Al 
entrar el sistema nervioso central por las 
raices posteriores, las fibras transmisoras del 
dolor y temperatura se separan de las con- 
ductoras de otras sensaciones y de las motrices, 
para anastomosarse con las células de segundo 
orden, cuyas prolongaciones ascienden por el 
fasciculo espinotalamico del lado opuesto al 
talamo y de aqui, después de sinapsis con las 
células de tercer orden, van a la corteza. La 
integracién funcional y psiquica del dolor 
parece tener lugar en el l6bulo frontal y 
quiza también en parte, en el talamo. El lugar 
de interrupeién de las vias del dolor se hace 
segtin la extensién y situacién del dolor. El 
dolor de la cabeza y cuello desaparecen con 
mas eficacia después de la seccién de los ne- 
rvios glosofaringeo y trigémino, y rizotomia 
posterior de los primeros pares cervicales. 

Para el dolor localizado en el cuerpo desde la 
linea mamilar hacia abajo se debe llevar a 
cabo una tractotomia espinotalamica. Este 
procedimiento consiste en la seccién de las 
vias del dolor en la médula espinal sin envolver 
las vias motrices y del tacto. Cuando el dolor 
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es debido a una lesién neoplasica maligna debe 
hacerse una cordotomia bilateral aunque el 
enfermo se queje de un solo lado. En el dolor 
por cancer del cuello del titero éste es el pro- 
cedimiento mas indicado. 

Para el dolor por encima de la linea mami- 
lar o epigastrio, 0 en los casos en que sea posi- 
ble una extensi6n cefalica futura por encima 
de estos limites, debe hacerse una tractotomia 
talamofrontal ; es decir, seecién de las vias del 
dolor en su camino del talamo al lébulo 
frontal. En general, utilizamos entonces una 
leucotomia modificada. También la topectomia 
de Pool ha dado buenos resultados. En ciertos 
casos puede utilizarse la talamotomia. Estos 
procedimientos permiten ademas el alivio de 
la ansiedad, aprensién e incluso adicién de 
drogas que complican frecuentemente el dolor 
incurable por medios clinicos de los eancero- 
sos, tabéticos, radiculitis idiopaticas, cau- 
salgia, miembros fantasma y neuralgia facial 
attipica. 

La ablacién de las cadenas del simpatico es 
particularmente (itil en el dolor acompanado 
© eausado por enfermedades vasculares peri- 
féricas como la de Raynaud, endoarteritis 
obliterante ete. La simpatectomia cervical 
esta indicada en los sindromes anginales. 

En la actualidad, si bien no se puede curar 
el cancer, es posible por procedimientos qui- 
rurgico aliviar el dolor que tarde 0 temprano 
ha de producir. Para obtener mejores resulta- 
dos es preciso llegar a una decisién antes de 
presentarse un estado avanzado de caquexia, 
no solo para evitar una permanencia indebida 
del dolor, sino también, cémo sucede después 
de estas operaciones, para mejorar el estado 
general lo antes posible. 


PSICOCIRUGIA 


Las téenicas quirtirgicas que tratan las en- 
fermedades mentales por medio de operaci- 
ones del cerebo, constituyen la psicocirugia, 
término introducido por Moniz. Esta especia- 
lidad no trata los factores etiol6égicos de las 
enfermedades mentales, que desconocemos por 
completo hasta ahora, sino que ofrece alivio 
sintomatico exclusivamente. 

Bases Andtomofisiologica: Parece ser que la 
pereepcién e impacto de estimulos ideaciona- 
les y de sensaciones son alterados patolégica- 
mente en el enfermo mental debido a una 


JANUARY, 1950 


interaccién anormal entre los distintos grupos 
celulares del cerebro y sus conexiones. E| 
substrato anatémico de la funcién descrita 
esta constituida por un gran ntcleo receptor 
de estimulos: el niicleo medio del talamo. De 
aqui las vias de proyeccién van a terminar en 
las céulas de la corteza frontal donde existen 
otros cireuitos de conduccién entre células 
individuales, estratos celulares y sus fibras 
nerviosas. Interrumpiendo la asociacién de 
esos nticleos celulares creemos cortar la trans- 
misién disruptiva de pensamientos y com- 
portamientos anormales. 

Métodos: Las téenicas corrientemente en uso 
son la leucotomia frontal originada por Moniz 
la topectomia de J. L. Pool y la talamotomia. 
Aungue con distintos nombres, todas tienen 
el mismo fundamento anatomo fisiolégico. La 
talamotomia interrumpe la supuesta forma- 
cién de estimulos anormales en el talamo, 
destruyendo porciones del niicleo medio del 
talamo. Este procedimiento permite que los 
ecircuitos de asociacién del lébulo frontal 
queden intactos y sdlo interfiere con las vias 
entre el l6bulo frontal y el talamo. La leuco- 
tomia frontal llamada impropiamente loboto- 
mia, y sus variantes, cortan las vias que van en 
la sustancia blanea del lébulo frontal. Con 
ello se interrumpen no solo vias que llegan del 
nucleo mediano ventral del talamo, sino ade- 
mas otras conexiones de la corteza frontal 
con los niicleos grises, hipotalamo ete. Quiza 
sea debido a ésto ciertos cambios de persona- 
lidad y torpor excesivos que a veces se pre- 
sentan en leucotomias tan extensas. Para evi- 
tar éstas complicaciones utilizamos métodos 
de seccién subcortical electiva como los de 
Scoville, en que se corta tinicamente conexi- 
ones del talamo con determinadas porciones ce 
la corteza frontal. 

La topectomia consiste en la extirpacién en 
bloque de ciertas areas de la corteza frontal, 
que son de menor extensién que las partes cle 
corteza desconectadas por los procedimientos 
corrientes de leucotomia. La eleecién de eada 
téenica operatoria depende del caso individual 
del enfermo y sobre todo del eriterio del neu- 
rocirujano. 

Seleccién del Paciente: Los enfermos benefici- 
ados por la psicocirugia pertenecen a tres 
grandes grupos: (a) depresiones involuciona- 
les y depresiones maniacas; (b) esquizofreni:s 
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y (c) estados obsesivo-compulsivos. Es por lo 
tanto condicién primordial hacer un diagn6- 
stico psiquidtrico exacto. Después se procede 
al tratamiento médico y segiin el caso requiera, 
se usaran procedimientos psicoanaliticos, psi- 
coterapia, choque eléctricos, choque insulini- 
cos y combinacion simultanea de choques elé- 
ctrieos y de insulina. Cuando el tratamiento 
médieo falla recurrimos a la psicocirugia. 

El periodo de tratamiento puramente psi- 

puidtrico antes de decidir sobre una opera- 
cidn varia segin el enfermo. En general, casos 
tempranos de esquizofrenia, sin curacién o 
mejoria parcial después de seis meses de tra- 
tumento clinico intensivo, deben considerarse 
candidatos para cirugia. 
Resultados: Los resultados post-operatorios 
pueden ser increibles por dramaticos e im- 
presionantes. Enfermos recluidos meses y anos 
en instituciones y clinicas mentales, con un 
grado extremo de tensién y agitacién, que 
pasean constantemente por la sala y corre- 
dores, llorando, quejandose y retorciéndose las 
manos en agonia emocional pueden ser capa- 
ces de trabajar y valerse a si mismos después 
de una operacién del cerebro. Con frecuencia 
vemos esquizofrénicos recluidos en celdas por 
su agresividad contra cualquier persona que 
se le acerque, que rehusan vestirse, orinan y de- 
fecan en los rineones, y que [si] se les da una 
silla o mesa la deshacen en pedazos. Viven en 
situacién peor que animales. La psicocirugia 
los mejora a menudo, les permite una vida co- 
lectiva con otros enfermos y son con fre- 
cuencia devueltos al seno familiar. Con tales 
resultados en casos tan poco favorables, las 
posibilidades de curacién en otros enfermos 
menos deteriorados mentalmente son mucho 
mayores. 

En general, la terapeutica quirtirgica, debe 
ser suplementada con tratamiento psiquiatrico, 
al cual son susceptibles muchos enfermos que 
previamente eran inaccesibles. Si bien los pro- 
gresos en éste campo de la ciencia son con- 
siderables en los iltimos afios, nuevos adel- 
antos y observaciones mejoran constantemente 
los resultados obtenidos en el pasado immedi- 
ato. Para acelerar éste progreso, el neuroci- 
rujano debe conocer ademas de las técnicas 
de psicocirugia el valor de la psiquiatria y 
estar familiarizado con los adelantos en ana- 
tomia y fisiologia del sistema nervioso. Cuando 
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se reunen los esfuerzos de cientificos de cada 
especialidad se tiene una situacié ideal para 
incrementar con mayor rapidez nuestros cono- 
cimientos. 
Relacién de la Neurocirugia con Otras Especi- 
alidades Médicas: Aparte de la relacién con 
otras especialidades que se desprende de los 
parrafos que preceden, la neurocirugia tiene 
contacto casi constante con otros campos de la 
Medicina. 
Hipertensién: Las simpatectomias  toraco- 
lumbares para combatir la hipertensién se 
utilizan siempre que otros métodos conserva- 
dores no dan una respuesta satisfactoria. Antes 
de llevar a cabo la simpatectomia debe estudi- 
arse cada caso detalladamente para conocer 
el estado de funcionamiento renal y cardiaco 
principalmente. No es posible generalizar 
sobre las indicaciones y contraindicaciones. 
Hemos visto enfermos en coma y en uremia, 
con descompensacién aguda cardiaca y edema 
papilar con hemorragias como resultado de 
una encefalopatia hipertensiva, a quiénes de- 
spués de no haber respondido a ninguno de los 
tratamientos clinicos se les extirpé la cadena 
simpatica toracolumbar y los nervios espléni- 
cos. Después de la operacién tuvieron una 
mejoria progresiva lenta y han subsistido 
hasta ahora tres afios de vida ambulatoria 
pudiendo realizar trabajos sedentarios y via- 
jar largas distancias en varias ocasiones. En 
otros casos hay una desaparicién post-opera- 
toria de sintomas subjectivos: cefalea, mareo, 
ete. aunque la presién arterial permanezca ele- 
vada. La mortalidad operatoria es minima, en 
algunas series de uno al dos por ciento. En vista 
de lo expesto es l6gico ser precavido en deter- 
minar las contraindicaciones. Podemos decir 
desde el punto de vista practico para el en- 
fermo y sus familiares y para darles una 
idea de cuanto podemos ofrecerles: (1) en el 
peor de los casos no sufrirén ningtin cambio, 
es decir ni empeoraran ni mejoraran; (2) del 
70 al 80 percent tienen una mejoria variable 
que va de la desaparicién postoperatoria de 
sintomas subjectivos sin cambio de la presién 
arterial 0 con su descenso mas 0 menos transi- 
torio, hasta rehabilitaci6n completa del en- 
fermo con retorno de la presién a limites nor- 
males, por un periodo de tiempo (afos a veces) 
no predecible. 

Enfermedades Infecciosas del Sistema Ne- 
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rvioso Central: Las tinieas lesiones infecciosas 
del sistema nervioso central que precisan tra- 
tamiento quirtrgico son los abscesos, bien sean 
primarios 0 metastasicos. E] menor nimero de 
abscesos del sistema nervioso comparado con la 
frecuencia de estas lesiones hace solamente seis 
6 siete aos se debe al uso temprano y profi- 
laetico de los antibiéticos y sulfamidas en las 
condiciones infecciosas. No eabe duda que los 
antibidticos y sulfamidas también han contri- 
buido a los mejores resultados operatorios de 
la actualidad, pero el uso de una téenica qui- 
rurgica adecuada sigue siendo requisito pri- 
mordial. Estos principios deben tenerse en 
cuenta al tratar los abscesos intracerebrales, 
subdurales o epidurales y los de la médula 
espinal bien sean epidurales, subdurales 0 in- 
traespinales. 


Lesiones Vasculares Cerebrales: Las lla- 
madas “apoplegias” deben ser consideradas 
como condiciones neuroquirtirgicas. Una vez 
hecho el diagnéstico debe procederse a una 
investigacién neuroguirirgica adecuada. Di- 
chas “apoplegias” son con gran frecuencia 
debidas a aneurismas intracraneales, malfor- 
maciones vasculares del cerebo o tumores 
vaseculares. La tinica forma de confirmar el 
diagndéstico es la angiografia cerebral. Después 
extirparemos el aneurisma, el tumor vascular, 
ligaremos la carétida en el cuello, 0 combina- 
remos estos procedimientos segiin el caso. 
Puede decirse que es un acto de imperdonable 
negligencia no considerar la angiografia cere- 
bral en todos los enfermos con hemorragia 
subaracnoidea, trombosis cerebral, hematoma 
intraecraneal debido a laceracién vascular con 
o sin arterioesclerosis e hipertensién 0 caulqu- 
ier combinacién de las lesiones mencionadas. 


Caso 11: J. C. 19 afios, hombra. Historia de 
cefalea aguda seguida de desorientacién y estupor, 
con hemiparesis derecha. La angiografia cerebral 
izquierda de la carétida interna por puncién pereu- 
tanea, sin previa incisi6n de la piel, demostré una 
dilatacién aneurismal en la proximidad de la arteria 
cerebral anterior (Fig. 11). 

A continuacién una craneoplastia frontal izqui- 
erda descubrié la presencia de un hematoma sub- 
dural y un hematoma intracerebral alrededor del 
aneurisma. E] aneurisma se extirpé después de su 
exposicién y aislamiento adecuado. Semanas mas 
tarde la enferma salié del hospital con una hemi- 
plegia de la extremidad inferior derecha y una 
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paresis flacida mareada del brazo derecho. Como 
era surda no tuvo afasia. 


Epilepsia: Sin entrar a clasificar las epile- 
psias constataremos que nuestros esfuerzos de- 
ben ir encaminados a detectar los estados para- 
epilépticos, y, a determinar, después de 
presentarse las manifestaciones clinicas, si la 
epilepsia es curable por medios quirtrgicos. 
En los para-epilépticos incluimos los nifos 
cuyos sintomas gastricos y otros equivalentes 
pueden ser debidos a una disritmia de la acti- 
vidad eléctrica del cerebro y cuyas causas de- 
bemos investigar. Con frecuencia existe el 
problema del diagnéstico diferencial entre 
convulsién funcional y verdadera epilepsia. 
Gracias a la electroeneefalografia y procedi- 
mientos de activacién podemos determinar el 
estado de actividad eléctrica del cerebro. Cu- 
ando determinamos un foco de anormalidad 
eléctrica, debe hacerse un examen pneumo- 
encefalografico. La aparicién de convulsiones 
por encima de 30 a 35 anos sugiere la presencia 
de un tumor cerebral, cuya posibilidad debe 
deseartarse cuanto antes. Si la epilepsia se 
debe a una cicatriz cortical post-traumatica u 
otra lesién localizada debemos proceder a la 
extirpacién del foco epiléptico, que en general 
se encuentra en la proximidad de la cicatriz y 
cuya situacién exacta debe hacerse por electro- 
corticogramas. 

Caso 12: J. C. 15 afios, hombre. Ataques ido- 
paticos de pérdida de conocimiento, sospechosos de 
origen funcional. La pneumoelectroencefalografia 
(Fig. 12), combinacién de electroencefalografia, y 
aerografia, mostré una descarga consistente, con 
epilepsia. Después de medicacién adecuada el en- 
fermo se vid libre de sus ataques. 

El tratamiento neuroquirtirgico de la en- 
fermedad de ménieré, del parkinsonismo, corea 
y atetosis puede dar buenos resultados y son 
procedimientos que se encuentran en constaiite 
evoluciOén y progreso. 

Las contribuciones terapéuticas y cientificas 
futuras de la neurocirugia pueden ser con- 
siderables si el neurocirujano comprende la 
necesidad de contar, no solo con servicios y 
medios eficaces clinicos y quirirgicos, sin0 
también con las especialidades no elinicas «el 
campo de la fisiologia, anatomia, bacteriologia 
e histopatologia. Las posibilidades de inves‘i- 
gacion clinica en la neurocirugia son innune- 
rables y, si son aprovechadas debidament« i 
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podremos lograr un progreso constante, es- 
tando asi en condiciones mas ventajosas para 
ofrecer un ntimero creciente de mejorias y 
curaciones a quienes necesiten nuestra ayuda. 


SUMMARY 


The author presents a comprehensive study 
of modern surgery of the nervous system, 
liberally implemented with illustrative case 
reports. He discusses traumatic lesions of the 
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nervous system, tumors of the cerebrum and 
tumors of the dorsal portion of the spine, with 
comments on suitable diagnostic procedures, 
especially encephalographic study. He ex- 
amines the potentialities of surgical treatment 
of pain referable to the nervous system and un- 
responsive to medical therapy, and adds a 
section dealing with psychosurgical considera- 
tions. Epilepsy, hypertension and cerebral 
vascular lesions are discussed. 


Forthcoming Assemblies 


of the 


International College of Surgeons 


will convene as follows: 


Seventh International Assembly, Buenos Aires, Argentina, August 1950 


Fifteenth Annual Assembly, United States Chapter, Cleveland, Ohio, October 31- 


November 3 inclusive, 1950 


‘Sixteenth Annual Assembly, United States Chapter. Chicago, September 11-14 


inclusive, 1951 


Seventeenth Annual Assembly, United States Chapter, San Francisco, California. 


October 28-31 inclusive, 1952 


Second Annual Assembly, Italian Chapter, Venice, Italy, May 27-29 inclusive, 1950 


Second Annual Assembly, Indian Chapter, Bombay, India, April 22-24 inclusive, 1950 


For further information, please address 


Secretary 


International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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Normas de Quirofano y Anestesia en un Hospital 


de Maternidad 


SERGIO VARELA, B.S., D.D.S. 


L presente trabajo describe y comenta las 
normas de quiréfano y de anestesia que 
fueron aplicadas por el autor en el Hos- 

pital de Maternidad Niamero Dos (hoy Sana- 

torio Niimero Dos) del Instituto Mexicano del 

Seguro Social. 

Es un hecho innegable que en nuestro medio 
poeas salas de operaciones y servicios de 
anestesia de los hospitales obstétricos 0 sec- 
ciones de maternidad, tienen una organizaci6n 
extricta a cumplir por médicos obstetras, 
anestesidlogos, transfusores, enfermeras, ete. a 
seguir en todo caso de atencién tocoquirtirgica 
u operatoria de las enfermas obstétricas. 

La apertura de la Maternidad Numero Dos 
del Instituto Mexicano del Seguro Social, dié 
ocasién a que nos haya tocado en suerte esta- 
blecerlas por la primera vez en el Seguro 
Social. 

Antes que nada, fué de reconocimiento ab- 
soluto que el Quiréfano y el Servicio de Anes- 
tesiologia tendrian una importancia prime- 
risima en el funcionamiento de la Unidad y 
que sus Reglamentos, sugestiones y participa- 
cién en la terapéutica de las enfermas serian 
obligadas, como consecuencia natural del 
moderno eoneepto de la integracién del “team 
obstétrico”. 

Las centrales de esterilizacién y de Equipos 
anexas al Quiréfano, fueron motivo también 
de esa organizacién bajo la supervisién directa 
del Jefe de Quiréfano. En ellas se integraron 
“Equipos Obstétricos” de ropa, usados en las 
Centrales de Partos, compuestos de: bata de 
manga larga, dos pierneras, cuatro compresas 
y una sabana pequena; “Equipos de Nino”, 
conteniendo lo ropa propia de los recién na- 
cidos; “Equipos de Cirugia,” integrados econ 


*Trabajo leido en la Octava Asamblea Nacional de 
Cirujanos (Secciénes de Gineco-Obstetricia y Cuidados 
Pre, Trans y Postoperatorios), y en el Segundo Congreso 
Nacional de Anestesiologia, efectuados Noviembre 1948, 
México, D. F., México. 

Jefe del Servicio de Anestesiologia y Oxigenoterapia y 
del Quiréfano del Hospital de Maternidad Numero Dos 
(hoy Sanatorio Numero Dos) del Instituto Mexicano del 
Seguro Social, México, D. F., México. 
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dos batas de manga larga, sabana para mesa 
rinoén, cuatro compresas de campo y una 
sdbana de campo; “Equipos Médicos”, con 
bata de manga larga, gorro y cubre-boea para 
uso de las enfermeras instrumentistas, ete. 

Los instrumentos fueron también arreglados 
por equipos, atendiendo a las operaciones 
quirtrgicas y toco-quirtrgicas mas usuales y 
se denominaron: de “Circugia General de 
Vientre”, de “Cesirea”, de “Forceps”, de 
“Sutura”, de “Legrado”’, de “Taponamiento”, 
ete. 

Estos equipos, perfectamente envueltos en 
dos compresas de manta, se mantuvieron siem- 
pre listos, esterilizados al autoclave, y en 
numero variable. Se reesterilizaron cada cu- 
atro dias, si en ese lapso de tiempo no fueron 
usados, para garantizar su debido estado 
aséptico. 

También se prepararon en la Central de 
Equipos, los aparatos de venoclisis, de extrac- 
cién de sangre, jeringas, llaves y agujas usa- 
dos en el Banco de Sangre, el Quiréfano y los 
Pabellones, y fueron sometidos a un euidadoso 
lavado con abundante agua y jabén, enjua- 
gados con agua a presién e inmersién iltima 
en agua destilada, para eliminar las substan- 
cias pirédgenas lo mas completamente posible, 
terminandose por esterilizarlos al autoclave, ya 
que la defectuosa ebullicién que se hace en la 
mayoria de los centros Hospitalarios no ga- 
rantiza la destruccién de virus icterégenos, 
como los de la hepatitis infecciosa y la ictericia 
homologa del suero. 

No se pudo realizar la idea original de pre- 
parar “Equipos de Terapia Parenteral” con 
suficiente dotacién de jeringas, agujas, 
tela adhesiva, torundas, pinza para instru- 
mentos, y “Equipos de Curacién’”, dotados de : 
apésitos, tela adhesiva, torundas, aplicadores, 
pinza para quitar grapas, pinza de Pean. 
fraseco con tintura de merthiolate, metaphen, 
bencina, (todo en bandeja de peltre y ester’- 
lizado al autoclave), para uso de las Cen- 
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trales de Enfermeras, y que se cambiarian por 
equipos nuevos y estériles por el sistema de 
canje, debido a que la politica de economias 
seguida por las autoridades del I. M. 8. 8S. no 
lo permitio. 

De haberse logrado, habriamos llegado al 
desideratum moderno en el funcionamiento de 
esas Centrales y las enfermeras habrian aho- 
rradose gran cantidad de tiempo, el manejo 
de la téenica aséptica hubiese sido casi integral 
y toda la preparacién de equipo de curacién y 
materiales se habria conecentrado a las Cen- 
trales respectivos. 

Previa “Solicitud de Operacién” autorizada 
por la firma de la paciente 0 en su caso por 
algin familiar responsable, ingresaron las en 
fermas al Quiréfano y por ese simple y solo 
hecho, la paciente qued6é bajo la atencién del 
Jefe y personal del mismo y bajo el cuidado 
del Servicio de Anestesiologia. 

El Médico Obstetra y sus Ayudantes, a par- 
tir de ese momento, s6lo procedieron a la es- 
terilizacién de sus manos y a la practica de la 
intervencién toco-quirtirgica o quirirgica 
propuesta. 

Todas las ordenes al personal de Enfermeras 
y en relaci6n con la preparacién de la paciente, 
la seleecién y aplicacién de la medicacién pre- 
anestésica, del método analgésico o anestésico, 
asi como los ecuidados del postoperatorio in- 
mediato, quedaron de la responsabilidad ex- 
clusiva del Jefe del Quiréfano y del Servicio 
de Anestesiologia. 

La enferma recibida fué sometida a una ex- 
ploracién preoperatoria minima, pero necesa- 
ria, completada econ los datos de la carta 
clinica y la informacién personal del Obstetra, 
para establecer el “riesgo anestésico” y deter- 
minar el tipo de medicacién pre-anestésica vy 
el procedimiento analgésico o anestésico que 
habria de recibir. 

Queremos explicar que en el caso de la en- 
ferma obstétrica, la tensién arterial debe ser 
registrada entre las contracciones uterinas y de 
modo repetido, antes de asegurarse acerea de 
las cifras. 

En general debe concluirse que la estimula- 
cién emocional y simpato-adrenal la mantiene 
en lo posible y, hasta que fallan los mecanis- 
mos ecompensadores, dentro de limites apa- 
rentemente buenos, en muchos casos. Pero no 
hay que confiar demasiado en esas “buenas ten- 
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siones,” que caen precipitosamente al entrar 
la paciente en anestesia quirtrgica o al actuar 
la raquianalgesia sobre gran parte del sistema 
simpatico. 

Se hizo, pues, una bisqueda repetida de las 
cifras tensionales, de la frecuencia y c¢a- 
racteres del pulso materno y fetal, para de- 
terminar junto con la exploracién general, los 
antecedentes del trabajo de parto, de la pér- 
dida sanguinea y otros, si la enferma se hallaba 
en buenas condiciones o si habiendo shock 
obstétrico 0 hemorragico tenia éste caracteres 
leves, serios 0 graves para la vida de la madre 
y del produeto. 

La exploracién acerca del estado del feto 
fué preocupacién muy especial nuestra, por 
la bisqueda reiterada del foco de ausculta- 
cién y las caracteristicas de frecuencia, ampli- 
tud y ritmo de los latidos del producto. 

Por ultimo realizamos una inquisitiva cons- 
tante acerca de los antecedentes del tiltimo 
alimento tomado por la paciente y de la abun- 
dancia de éste, con vista a la inminente pre- 
sencia de vémito durante la induccién a man- 
tenimiento de cualquier procedimiento de 
anestesia por inhalacién. 

La enferma fué dotada de ropa limpia, se le 
sujeté6 el cabello con una compressa de manta 
de cielo haciendo un turbante, se le coloeé en 
la mesa y se le instalé una venoclisis siempre 
con aguja del nimero 18 (calibre suficiente- 
mente grueso) para aportarle fliidos y elec- 
trolitos, plasma o sangre total en su caso. 

La posicion inicial en la mesa de operaciones 
varié segtin el tipo de analgesia o anestesia a 
instituir. En las intervenciones tocoquirtr- 
gicas no se dio posicién ginecolégica sino hasta 
después de establecida aquella, contra la 
costrumbre muy arraigada de dar la posicién 
primero, ya que estando la paciente con las 
piernas levantadas la induccién de la anestesia 
por inhalacién se hace mas larga, el gasto de 
anestésico es mas considerable y facilmente, si 
hay periodo de excitacién, la mujer cambia de 
postura, todo ello como causa de que la dina- 
mica circulatoria se trastorna y la narcosis no 
no puede tomar su ritmo normal y progresivo. 

Sélo hubo una excepcién: el de los casos en 
que se aplicé anestesia intravenosa, pues en 
estos si se la colocé en posicién, se hizo la 
antisepsia del campo, se le sondeé y posterior- 
mente se principiéd la induecién, con el pro- 
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posito de ahorrar anestéstico y por las facili- 
dades de rapidez y ausene’a de periodo de ex- 
citatién que provee la anestesia por barbitura- 
tos intravenosos. 

En ningiin easo se procedié a la preparacién 
del esmpo sino hasta que el Anestesidlogo asi 
lo indicé y ya que la en“erma estuvo en plano 
quirtirgico de analgesia o anestesia. Insistimos 
en que asi fuera, pues es frecuente que el Ciru- 
jano o Ayudantes no esperen a que el Anes- 
tesista indique el momento de_principiar, 
cosa que entraha graves inconvenientes y peli- 
gros, pues la enferma se excita y se mueve, 
foreejea o grita, entorpeciendo la marcha de la 
inducién, ademas de que, por la propia excita- 
cidn nerviosa, el reflejo vasopresor que se inicia 
en la piel al contacto de las soluciones frias 
con que se hace la antisepsia y el dolor que 
origina la iniciacién prematura de la opera- 
cién, puede deseneadenarse un_ accidente 
mortal de fibrilacién ventricular, sobre todo 
cuando se usan anestésicos como el cloroformo 
0 el ciclopropano. 

La sujecién de la paciente a la mesa de 
operaciones fué de premera importacia para 
nosotros y por desgracia no se le da en muchos 
centros Hospitalarios la atencién qv-e merece. 

En efecto, las manos deben sujetarse con 
pulseras especiales de cuero, anchas y forradas 
de piel, ajustadas solo ligeramente a las mune- 
cas Y nunea apretando desconsideradamente 
0 usando tiras de manta o de gasa. Los brazos 
antebrazos deben descansar cémodamente, 
sin permitir que la orilla del cojin de la mesa 
0 las partes metalicas de la misma apoyen 
directamente sobre las partes blandas, ya que 
ello altera la libre cireulacién de la sangre, 
trastorna la dinamica circulatoria y puede 
producir lesiones por compresién de los ner- 
vios, con paralisis consecutivas que pueden 
invalidar por meses a la paciente. 

Lo mismo puede decirse de las hombreras vy 
las pierneras, que deben estar acojinadas y 
s6lo ajustadas a los hombros y huecos popli- 
teos de manera que no haya compresiones 
exageradas. La pantorrilla se mantendra en un 
plano superior al de la rodilla, para favo- 
recer la cireulacién de retorno y evitar temi- 
bles complicaciones postoperatorias, tales como 
las tromboflebitis y las flebotrombosis. 

El sondeo vesical fué objeto de especial aten- 
¢cidn en nuestro Quiréfano.. La téeniea . del 
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eateterismo fué aséptica y no usamos sonda 
metalica cuando la enferma estaba en trabajo 
de parto, por temor a traumatizar la uretra. 

KE] sondeo fué ritinario antes de toda oper- 
acion quirtirgica o tocoquirtirgica, pues la muy 
extendida costumbre de no evacuar la vejiga 
puede originar que el é6rgano interfiera en el 
campo operatorio, aparte de que es frecuente 
la paresia y aun la paralisis vesical, después 
de las intervenciones pélvicas o del vientre, 
a lo que se anade la profusa formacién de 
orina que sigue a la administracion ce fl iidos 
intravenosos, sobre todo de soluciones gluco- 
sadas, aunandose todo esto para producir una 
d'stensién que es sumamente molesta en el 
postoperatorio. 

Al terminar el acto quirtrgico, la paciente 
permanecié en la Sala de Operaciones hasta 
que el recobro de la anestesia y del shock 
fueron suficientemente grandes. 

Las normas de anestesiologia instituidas 
tuvieron por objeto hacer de la conciencia y 
aceptacién de las médicos, que las modernas 
atr:buciones de ese Servicio incluyen no sdlo 
la intervencién del especialista en la admi- 
nistracién de los analg4sicos o anestésicos en 
si, sino Ja participacién en ciertos aspectos d>] 
preoperatorio y que son de su responsabilidad 
exclusiva la se!eccién y aplicacién de la medi- 
cacién pre-anestésica, la seleecién y aplicacién 
del procedimiento analgésico o anestésico, la 
atencién de los enfermos durante el acto 
quirtrgico sobre todo en lo que concierne a la 
prevencion y tratamiento del shock secundario 
0 hemorragico, e] mantenimiento del equilibrio 
fiiideo vy electrolitico y en general todo aquello 
que se relaciona con el enfermo que no es la 
intervencién quirtrgica en si. 

Varios puntos fueron insistentemente sos- 
tenidos atin en contra de opiniones general- 
mente aceptadas por los Obstetras. Por ejem- 
plo, se solicité la suspensié6n de la alimentacion 
la administracién racional de liquidos, 
en su caso, en las enfermas en quienes era de 
esperarse la evolucién de un parto distécico o 
patolégico, substituyéndose esa ingestién por 
la administracién  racional de __ liquidos 
glucosa y vitaminas por la via parenteral, 
fundados en que un est6mago ocupado cons- 
tituye una seria amenaza para la vida, por el 
peligro potencial de una aspiracién de econ- 
tenido gastrico hacia las vias aéreas durante la 


( 
( 
l 
¢ 


43 
| 
> 
at's 
a 
0 
d 
d 
d 


VOL. XIII, NO. 1 


induecién 0 mantenimiento de la anestesia por 
inhalacion. 

Otro punto fué el de la necesidad de con- 
trolar lo mas prolijamente posible el estado 
general de la madre y del producto durante el 
trabajo de parto, sobre todo por lo que respecta 
a ia aparicién de signos de shock obstétrico o 
hemorragico, o de sufrimiento fetal sostenido, 
por la constante bisqueda de las cifras de la 
tensién arterial, caracteres del pulso materno 
y signos como palidez, sudaci6n, enfriamiento, 
exeitacién nerviosa, ete., y el estado de los la- 
tidos fetales, aconsejandose la terminacién del 
parto quirtrgicamente, si la tensién arterial 
maxima descendia a 100 mms. de mercurio 0 
menos (sobre todo si la tensién diferencial o 
presion del pulso era poco amplia) pues en 
efecto, podemos afirmar, que cuando la madre 
entra en estado de shock y sobre todo si la hipo- 
iensi6n toma earacteres francos de declinacidén, 
el sufrimiento del producto se hace maximo y 
sus posibilidades de vida son minimas. 

Un descenso sostenido de las cifras tens‘ona- 
les a 85 u mms. para la presi6én sistélica o 
menos, casi irremediablemente prcduce la 
muerte del feto por anoxemia, pues la dis- 
minucién del volumen activo circulatorio en 
presencia de esa tensién es de no menos del 
25 por ciento. 

También insistimos en Ja prevencién y 
tratamiento de los sindromes de deshidratacion 
desde lo iniciacién del trabajo de parto, bajo 
las siguientes bases: 

El suero clorurado fisiolégico, en casos de 
vomitos o sudacién abundantes o para resti- 
tuir momenténeamente volumen sanguineo en 
casos de hemorragia, 0 también en el postopera- 
torio para mantener el equilibrio clorurado, 
dosificandosele en los casos simples a un 
litro en 24 horas, seguido de otras soluciones 
cristaloides. 

El suero glucosado al 5% se usd para 
aportar agua y glucosa en el pre y _ post- 
operatorio, sobre todo en los partos prolonga- 
dos, con el objeto de proveer no solo el fiiido 
necesar:o, sino gluco a para los requerimientos 
caléricos y facilitar el almacenamiento de 
eluedgeno en el h’gado y misculo uterino, que 
s>? agota rapidamente por efecto del ayuno y 
del trabajo de parto dificil. La dosis dependié 
de la aparicién de una franea diuresis y de 
una eoleecién de orina de no menos de 1000 ¢ e. 
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en las 24 horas. En los casos no complicados 
basta con 2000 a 3000 ¢ ¢. en las 24 horas. 

El mismo suero glucosado, pero al 10% 
6 al 20% se usé preferentemente como diu- 
rético en cantidad de 500 a 1000 ec. una 
o dos veces al dia. La glucosa hiperténica 
al 50% y otros glucosidos como sorbitol, 
ete., los usamos de preferencia para disminuir 
el edema cerebral 0 de otros 6rganos y para 
disminuir la tensién del liquido cefaloraqui- 
deo. 

El suero Ringer con lactato de sodio (1000 a 
2000 ¢ ¢.) fué preferido para los casos de acido- 
sis postoperatoria, complementado con gluco- 
sado al 5%. 

El plasma humano deseecado y restituido lo 
usamos pocas veces en el tratamiento de esta- 
dos graves de shock obstétrico 0 secundario, 
seguido de transfusion de sangre total, en aten- 
cién a su alto costo. Como plasma concentrado 
a 3 6 4 veces, lo aplicamos en casos de toxemias 
graves o pre-eclampsia, para reducir los edem- 
as, evitar la plasmaféresis y aportar proteinas 
sanguineas sobre todo la fraccién albtimina, 
de que tan urgidas se encuentran estas en- 
fermas.* 

La sangre total durante el preoperatorio, el 
acto quirtrgico y después de el, fué usada pro- 
fusamente. Creemos sinceramente que en pocos 
ecntros quirtirgicos de la Reptiblica se ha 
recurrido a la transfusién sanguinea en la 
extensién en que nosotros lo hicimos en nuestro 
Hospital. 

Las enfermas en estado de anemia aguda o 
subaguda por hemorragias profusas o fre- 
cuentemente repetidas, recibieron lo cantidad 
suficiente de sangre para poner su cuenta roja 
v la cantidad de gramos de hemoglobina, asi 
como le tens 6n arterial y estado general 
dentro de limites que permitieron la realiza- 
eién de intervenciones muchas veces graves. 
Las de hemorragia interna por embarazo ex- 
trauterino roto o con placenta previa y san- 
grando, no fveron operadas sin una transfu- 
sién previa que mejorara sus con liciones. 

Tuvimos ensos de placenta previa que re- 
q irieron hasta 2500 e ¢. de sangre trans‘un- 
dida en el preoperatorio y durante la interven- 

FH contamos con la a'bimina de svero humano, qve 
introducida a la circulacién atrae liquidos intersticiales 
a la circulacién y se prescribe para el tratamiento del 


shock, sin hemorragia, los edemas de las toxemias 
gravidicas y las nefrosis. 
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Las de aborto incompleto recibieron no 
menos de 300 ¢ e. durante la operacién, y los 
hubo frecuentes en que se administré hasta 
1500 ¢ e. 

Las operaciones cesdreas se relizaron con 
300 ¢ ec. 6 mas durante el acto quirtrgico. 

No seguimos el procedimiento equivocado de 
mezclar la sangre con suero fisiolégico 0 gluco- 
sado, porque de ese modo se desvirttia la trans- 
fusién, pues el plasma se diluye y las pro- 
teinas sanguineas se dispersan hasta niveles 
criticos, haciendo que aquel pierda su poder 
oneético y sea arrastrado por plasmaféresis 
hacia el seno de los tejidos, agravandose el 
estado de shock. 

La politica fué la de restituir exactamente 
los fiiidos perdidos: sangre con sangre total ; 
plasma y proteinas sanguineas con plasma 
restituido simple o conecentrado; agua con 
soluciones de glucosa al 5%; cloruros con 
suero fisioldgico, de Ringer o suero cloru- 
rado hiperténico. 

En general las soluciones cristaloides fueron 
administradas en venoclisis a la velocidad de 
45 a 60 gotas por minuto, dosificadas y contro- 
ladas por la cantidad de orina eliminada en 
las 24 horas, y por la de cloruros excretados, 
tratando de mantener aquella a un volumen no 
menor de 1200 ce. por dia y estos entre 4 y 
8 gms. en el propio lapso de tiempo. 

Las transfusiones se indicaron, dosificaron y 
controlaron por la determinacién previa de las 
cifras del hematocrito, la cuenta de los glébu- 
los rojos por milimetro etiibico y por la eanti- 
dad de gramos de hemaglobina por ciento de 
sangre; y clinicamente, por las cifras tensio- 
nales y las caracteristicas del pulso, asi como 
el estado general de la paciente. 

Hicimos recomendacién muy especial al 
Banco de sangre de no remitir al Quiréfano 
sangres bajas de hematocrito, proteinas, con 
menos de 3,500,000 de glébulos rojos por mm. 
¢., 0 menos de 12 gms. de hemoglobina por 
ciento. 

En casi todos los casos realizamos transfu- 
siones de grupo a grupo y compatibilidad de 
factor Rh. 

En nuestro constante intereambio con el 
Jefe del Banco de Sangre, coincidimos en con- 
cluir que la transfusién en la paciente obsté- 
trica entrafa un acto médico de la mas grave 
responsabilidad, porque de no realizarse to- 
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mando en consideracién los modernos con- 
ceptos acerca de la isoinmunizaci6n, el futuro 
obstétrico de la mujer puede quedar grave- 
mente comprometido. 

Por tiltimo, recomendamos la preparacién 
de la sangre con solucién A-C-D, que permite 
una conservacién hasta de 21 dias, pues la 
citratacién por el procedimiento comin y 
corriente s6lo da un margen de utilidad de 5 
a 7 dias y la fragilidad globular se acen- 
tiia, por o que es facil que al ocupar solo una 
parte de la sangre contenida en el frasco, el 
resto sufra una ligera hemolisis que la hace 
impropia para usarse posteriormente. 

Las reacciones de tipo pirégeno fueron mini- 
mas, y no tuvimos reacciones hemoliticas 
franeas por ineompatibilidad de grupo o faec- 
tor Rh. 

Todas las transfusiones se hicieron por el 
procedimiento de venoclisis, porque creemos 
que el método de la jeringa entrafia peligros 
como el de la induecién del edema pulmonar, 
sobre todo si hay estado de shock. 

La medicacién pre-anestésica mas usada en 
las enfermas en trabajo de parto fué la asocia- 
cién demerol-atropina o demerol-escopola- 
mina en dosis de 50 a 100 mgs. para el primero 
y de un cuarto a medio miligramo para las 
segundas. 

En muchos casos, la aplicacién fué por la 
via intravenosa en atencién a la urgencia de 
realizar el parto. En los quirtirgicos (sin em- 
barazo), fué de un barbiturato 3 horas antes 
y morfina-esco polamina o Pantopén-atropina 
en inyeccion intramuscular 1 hora antes de 
la operacion. 

Todas la mujeres en trabajo departo 
ingresadas, recibieron oxigeno en circuito ce- 
rrado, para mejorar de inmediato las condi- 
ciones del feto. 

seleecién del método analgésico a 
anestésico dependié fundamentalmente del es- 
tado de la paciente, de la operacién propuesta. 
del estado del producto y de la presencia © 
ausencia de signos de shock obstétrico, se- 
cundario 0 hemorragico. 

En lo general dividimos a nuestras enfer- 
mas en hipotensas, las que tenian uno tensién 
sistolica de 100 mm. o menos; aquellas en es- 
tado de tensién arterial limite cuya maxima 
era hasta de 120 mm. y por ultimo aquellas 
cuyas cifras eran de 120 a 140 mm., que se 
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consideraron buenas tensiones. Las enfermas 
hipertensas, sobre todo como consecuencia de 
toxemias gravidicas 0 preeclampsia, pudieron 
colocarse dentro de limites convenientes, por 
la administracion de acetileolina intramusclar 
o intravenosa a dosis moderada. 

Las hipotensas, las gravemente infectadas 
o anemiadas por pérdidas sanguineas o debili- 
tadas por otras causas, no recibieron anestesia 
intravenosa ni raquianalgesia clasica o frac- 
cionada. 

Las pacientes con tensién maxima limite 
hasta de 100 mm. que requirieron aplicacién 
de foreeps, recibieron raquianalgesia selectiva 
de “bloqueo en silla” de Adriani, en atencién 
a que ella es de verdadera eleccién para esos 
casos y a que la cantidad de analgésico usado 
(0.03 a 0.05 gms. de novocaina), casi no in- 
fluye sobre el sistema simpatico. Las franea- 
mente hipotensas se anestesiaron por métodos 
inhalatorios: balsoformo, éter-oxigeno, 6 ciclo- 
propano éter-oxigeno, ete. 

Las versiones internas con gran extraccién 
podalica se efectuaron con éter, balsoformo 6 
ciclopropano-éter-oxigeno, para proveer ade- 
cuada relajacién del titero. No se raquia 
selectiva porque la consideramos contraindi- 
cada, ya que solo acttia sobre el segmento in- 
ferior, dejando intacto el cuerpo uterino, cosa 
que puede favorecer la ruptura de la matriz 
durante la maniobra. 

En los legrados digitales o instrumentales 
recurrimos a anestesia inhalada de ciclopro- 
pano-éter-oxigeno, cuando las pacientes eran 
hipotensas o se eneontraban en malas condi- 
ciones. 

Si el riesgo era “bueno” o “mediano” se hi- 
cieron con anestesia intravenosa de pento- 
tal s6dico en solucién al 2.5%. Algunos fue- 
ron hechos econ raquianalgesia selectiva de 
Adriani, empleando de 0.03 a 0.05 gms. de no- 
vocaina; y como ésta analgesia no actua sobre 
el fondo del titero, se administré una mezcla 
inhalada de 6xido nitroso-oxigeno al 50% 
para complementar la analgesia. No se usdé 
raquia clasica para éste tipo de intervenciones. 

Las colpo-perineorrafias se hicieron de pre- 
ferencia por el método de “bloqueo en silla,” 
con exclusién de las enfermas francamente 
hipotensas (con 95 mm. de tensi6n sistélica o 
menos) 0 en precarias condiciones generales 0 
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muy infectadas, las cuales se sometieron a pro- 
cedimientos inhalatorios. 

Las laparotomias por embarazo extrauterino 
roto o por placenta previa que habian san- 
grado mas 0 menos profusamente, se efectua- 
ron con anestesias inhaladas a base de ciclo- 
propano-oxigeno solos 0 asociados al éter y en 
algunos recurriendo a la inyeccién intraveno- 
sa de intocostrina (curare), para reducir la 
eantidad de anestésico y mejorar la relajacién 
muscular. 

Las operaciones cesareas todas ellas seg- 
mentarias, transperitoneales, con histerotomia 
longitudinal o transversal se hicieron con 
diversos métodos analgésicos o anestésicos. 

Las bases para la seleccién se tomaron aten- 
diendo al estado general, a las cifras de la ten- 
sidn arterial, el pulso materno, el pulso fetal, 
el tiempo del trabajo, el peso de la paciente, a 
la presencia o ausencia de signos de shock 
obstétrico o hemorragico, de estados de toxe- 
mia gravidica 0 preeclampsia, de la presencia 
de distocias de contraccién y al hecho de la 
ingestién préxima de alimentos. 

Las pacientes hipotensas solo recibieron 
anestesias a base de ciclopropano-éter-oxigeno, 
con 0 sin pequefias cantidades de curare in- 
travenoso para mejorar la relajacién. 

Siete fueron realizadas usando analgesia 
local segtiin técnica de Beck modificada y 
complementada como es de rigor, con pequeias 
dosis de 6xido nitroso, ciclopropano o pentotal. 

La introduccién de éste procedimiento fué 
considerada como una de las mas utiles aporta- 
ciones hechas por el servicio de anestesiologia 
del Hospital, y aunque el método no es nuevo, 
si es verdaderamente notable en sus resultados 
y desgraciadamente no se ha popularizado en 
nuestro medio todo lo que debiera. 

Las modificationes hechas por el autor a la 
téenica original de Beck amplian las posibilida- 
des del método y lo modernizan segiin el estado 
actual de nuestros conocimientos en Anestesio- 
logia. 

La experiencia acumulada por el autor, nos 
permite afirmar que vamos teniendo una 
interesante estadistica cuyos resultados trae- 
remos en préxima comunicacion. 

El procedimiento es de eleccién para pa- 
cientes en precarias condiciones 0 en aquellas 
en quienes la ingestién préxima de alimentos 
puede contraindicar anestésicos inhalados. No 
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obstante, es de aplicacién casi general, con 
exclusién de aquellos en que el producto 
se halla en posicién transversa. 

Las enfermas con buen estado general, 
buena tensién arterial y producto sin sufri- 
miento fueron intervenidas con raquianalgesia 
clasica o fraccionada de Lemmon, a dosis 
minima. 

La atencién del personal del Quiréfano y 
particularmente del autor, se extendié a los 
nifos nacidos por maniobras toco-quirtirgicas 
u operaciones cesares. 

Siempre previmos productos apnéicos, los 
nacidos por aplicacién de forceps, versién por 
maniobras internas y gran extraccién poda- 
lica, cesérea y los prematuros, sobre todo si el 
pulso fetal antes de la operacién era de menos 
de 100, de mas de 160 latidos por minuto o 
arritmico 0 muy débil. Lo propio si habia ex- 
pulsién de meconio, todos ellos signos de gran 
sufrimiento fetal por anoxemia y también si 
la madre habia tenido un trabajo de parto pro- 
longando, presentaba signos de shock, habia 
habido pérdidas sanguineas repetidas 0 pro- 
fusas que descendieran la tensién arterial a 
100 mms. 0 menos, con un descenso de la ten- 
sién diferencial o presién del pulso y por 
ultimo, los nifos de madres con toxemia grave 
o eclampsia. 

Fué preocupacion nuestra dar a los recién 
nacidos apnéicos la atencién integral que ac- 
tualmente se aconseja para el tratamiento de 
la apnea neo-natorum, que fué la siguiente: 

El nino extraido fué motivo de una aspira- 
cién de las secreciones acumuladas en la gar- 
ganta, por parte del Obstetra. 

Recibido entonees por el Anestesidlogo, se 
procedié a completar esa aspiracién, a intro- 
ducirle un condueto de aire para recién naci- 
dos y a colocar la mascarilla del resucitador 
procurando formar un cierre hermético con la 
eara del chiquillo, regulando entonces el fun- 
cionamiento automatico del aparato de 20 a 
25 ciclos por minuto, estando el pequeio 
acostado, con la cabeza hiperextendida y bien 
arropado para evitar el enfriamiento. 

Si la respiracién se establecia con ésta ma- 
niobra, entonces se cambiaba la resucitacién 
automatica por inhalaciones de oxigeno, pre- 
vio retiro del conducto de aire y manteniendo 
el cambio hasta que el color del nino fuese 
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francamente rosado y la respiracién de buenos 
caracteres. 

Si durante un tiempo prudente (2 a 3 
minutos) la resucitacién automatica no in- 
ducia e! ciclo respiratorio, entonces procedi- 
mos a hacer una laringoscopia directa y con 
la sonda flexible hicimos la aspiracién endo- 
traqueal de las secreciones, de modo muy deli- 
eado e intermitente. Al terminar, se volvié a 
instalar la resucitacién mecénica, mantenién- 
dose ella hasta la aparacién espontanea de los 
movimientos respiratorios, con lo que la ma- 
yoria de los casos fué suficiente para reanimar 
al producto. 

Seguidamente, el pequeno fué colocado en 
incubadora a correctas condiciones de calor y 
humedad y proveyéndole una corriente de 
oxigeno de 3 a 8 litros por minuto, condicién 
en que se le mantuvo de una a varias horas, 
segtin sus condiciones. 

La resucitacién fué hecha siempre con oxi- 
geno puro, contra lo que frecuentemente se vé 
de usar carbégeno (al 5% 6 mas), pues a 
la luz del conocimiento fisiopatolégico de la 
apnea neo-natorum, el centro respiratorio se 
halla deprimido y el biéxido de carbono no 
actiia en esas condiciones como excitante, sino 
precisamente como depresor. 

Tampoco usamos drogas analépticas: cora- 
mina, alpha-lobelina, cardiazol, por la misma 
razon. La segunda de ellas no actiia propia- 
mente sobre el centro respiratorio sino por 
estimulo de los corptisculos carotideos, cuya 
funcién no se halla basicamente trastornada 
en el caso que comentamos. 

Por ultimo, después de un tiempo de obser- 
vacién, los pequenhos fueron remitidos a las 
Centrales de Cuna (los de término, talla y 
peso normales), y los prematuros a la Seecién 
respectiva para su atencién médica y asisten- 
cial. 

No quisiéramos pasar por alto el mencionar 
que bajo los principios arriba indicados, el 
autor realizé un extraordinario caso de resuci- 
tacién del recién nacido, en el cual se pudo 
estableecer el ciclo respiratorio hasta hora y 
media después de iniciadas la maniobras de 
reanimacion. 

La Oxigenoterapia tuvo también importante 
misién en nuestro Hospital. 

En la Seccién de Prematuros se mantuvi- 
eron buen nimero de incubadoras en constante 
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funcionamiento, cosa que motiv6é que el autor 
hiciese una labor de ensenhanza acerca del co- 
rrecto manejo de ellas en lo que concierne al 
mantenimiento del calor, concentracién de 
humedad y requerimientos de oxigeno de los 
nifos prematuros. completandose todo con una 
supervision diaria a dicho Servicio. 

Se instruy6 a las enfermeras en el modo de 
hacer la aspiracién faringea y endotraqueal 
de seereciones por simple sonda, la aplicacién 
del drenaje postural, ete., para la prevencién 
de la atelectasia pulmonar. 

Pocas enfermas requirieron oxigeno de las 
seeciones de hospitalizacién, seguramente al 


ESTADISTICA 


Total de operaciones realizadas en el 
Quiréfano 

Total de intervenciones tocoquirirgicas. . . 

Clasificacion: 

Legrado digital intrauterino 

Legrado instrumental intrauterino 

Induccién de parto 

Perineoplastias 

Versién interna o mixta 

Gran extraccién podalica 

Fetotomias 

Forceps 

Cesarea baja, transperitoneal 

Laparotomia por embarazo extrauterino . 

Operaciones diversas 

Mortalidad materna operatoria general”*.. 

Mortalidad materna operatoria toco- 
quirtrgica 

Mortalidad materna operatoria por cesdrea 

Total de nifos nacidos en el Quiréfano.... 

Total de recién nacidos que respiraron 
espontaneamente 

Total de recién nacidos apneicos que se 
reanimaron 

Total de recién nacidos que no se 
reanimaron 

Total de nifios mortinatos 

Total de infeeciones postoperatorias impu- 
tables al acto quirtirgico en si 


*En total hubo dos muertes en la mesa de operaciones. 
En un caso, la enferma habia tomado alimentos una hora 
artes de practicarsele una cesfirea y la muerte se debié a 
obstruccién aguda de las vias aéreas por aspiracién de 
contenido gastrico, durante la induccién de una anestesia 
por inhalacién, El producto nacié apnéico, pero se le re- 
animo, 

En el otro, el obstretra pretendié realizar una cesirea 
a una paciente en precarias condiciones, sin esperar a 
integrar debidamente el team quirargico (nohubo anes- 
tesidlogo ni primer ayudante). Momentos después de re- 
cibir una raquianalgesia clAsica, la enferma y el nino 
murieron a causa de un colapso circulatorio agudo. 


VARELA: NORMAS DE QUIROFANO Y ANESTESIA 


hecho de que las operadas no salieron de las 
Salas de Operaciones sin antes haberse recu- 
perado de la anestesia y del shock. 

Algunas eclampticas que ingresaron en es- 
tado de coma también recibieron oxigenotera- 
pia, aunque desgraciadamente sin gran alivio. 

Terminamos ésta modesta contribucién 
afirmando catergéricamente que las normas 
motivo de éste trabajo dieron espléndidos 
resultados, contribuyeron a la delimitacién 
de las capacidades de cada uno de los miem- 
bros del team obstétrico, permitieron la apli- 
cacion de los modernos conceptos que rigen la 
atencién del enfermo quirtrgico en beneficio 
de la enferma obstétrica y permitieron la reali- 
zaciOn de trabajos tocoquirtrgicos y operato- 
rios a veces espectaculares, en beneficio de las 
madres y los recién nacidos. 

Queremos enfatizar de modo muy especial, 
que estos casos de muertes operatorias no se 
debieron a consecuencia de las normas que 
hemos comentado extensamente, sino precisa- 
mente a la violacién de ellas por parte del 
personal de Enfermeras y de uno de nuestros 
médicos obstetras. 

De haberse seguido integramente nuestras 
recomendaciones, esos decesos no habrian ocu- 
rrido y hubiésemos podido presentar, a no du- 
darlo, una estadistica “limpia,” que hubiese 
rivalizado con muchas de las mejores del ex- 
tranjero y de otros paises latino-americanos. 


SUMMARY 


Operating room and anesthesia routines 
were established by the author leading to 
team work in operative obstetrics. In hospital 
practice an operative delivery should be done 
if incipient signs of shock appear in the 
patient. Dehydration and shock must be pre- 
vented by parenteral administration of ade- 
quate fluid, electrolytes and plasma during 
labor. Solid food should be withheld during 
dystocie labor and during delivery, as vomitus 
may be aspirated to the respiratory tract dur- 
ing general anesthesia. 

Hemorrhagic shock must be treated prompt- 
ly and adequately by blood transfusion, the 
compatibility as to blood groups and Rh 
factor being carefully checked. The amount 
given depends on the patient’s general condi- 
tion, blood pressure, pulse, hematocrit reading, 
erythrocyte count and hemoglobin level. 
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Sustained hypotension pressure (80 mm. of 
mereury or less) kills the fetus by anoxemia, 
for the active circulation has a deficit of 25 
percent or less of the circulating blood volume. 
Before an operative (abdominal) delivery is 
performed, uncompensated obstetric or hem- 
morrhagie shock must be present. Fluid and 
electrolyte balance must be maintained by the 
parenteral route during operation and after 
it until the patient is able to take liquids and 
food by mouth. The erystalloid solutions are 
controlled by a urine elimination of no less 
than 1,000 ee. and a chloride excretion of four 
to eight Gm. in 24 hours. 

Preeclamptie and eclamptic women in 
normal delivery or cesarean section should re- 
ceive an intravenous infusion of 500 ee., or 
more than 20 percent, of dextrose in distilled 
water, concentrated plasma, or human serum 
albumin. Small transfusions of whole blood 
should also be given under laboratory-con- 
trolled conditions: hematocrit, serum proteins, 
albumin-globulin ratio, erythrocyte count, 
hemoglobin percent, blood and plasma specific 
gravity, ete. 

Demerol-atropine or demerol-scopolamine 
was administered preoperatively. Surgical 
(non pregnant) patients received a barbitu- 
rate three hours before operation and an injec- 
tion of morphine-scopolamine or pantopon- 
atropine one hour before. Preeclamptic or 
eclamptice patients were given moderate doses 
of acetylcholine intramuscularly or intra- 
venously, to reduce the blood pressure and 
to improve the anesthetic risk. 

Drainage and curettage for incomplete abor- 
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tion were done under inhalation anesthesia, if 
the risk was “bad” or “fair.” Intravenous 
anesthesia or low spinal saddle block (pro- 
caine, 0.03 to 0.05 Gm. in one ee. of ten per- 
cent dextrose solution) plus inhalation of a 
nitrous-oxide mixture, if the risk was “good.” 

Medium or low forceps operative deliveries 
received low spinal saddle block unless definite 
hypotension (95 mm. Hg. systolic or less) was 
present, as such cases were handled under 
general anesthesia (to second plane, third 
stage). 

Internal version and podalie extraction were 
performed under a general anesthesia (to 
third plane, third stage), to provide a fair 
uterine relaxation. Saddle block was not used 
in the cases for danger to uterine rupture 
during delivery. 


At first, low transperitoneal 


cervical, 


cesarean sections were done under general 
anesthesia if the risk was “poor” or “fair”. 
Lately, a slightly modified Beck’s technic of 
local analgesia was used by the author. “Good” 
risk patients were operated on with minimal 
single or fractional spinal analgesias plus 


oxygenation in an anesthetic machine. 

Apneic babies were reanimated or resus- 
citated by pharyngeal or endotrachael aspira- 
tion and sustained mechanical artificial respira- 
tion through a “suck and blow” resuscitator 
machine, with pure oxygen. No carbon dioxide 
or analeptie drugs were used. A remarkable 
resuscitation in a new born infant was per- 
formed by the author in which spontaneous 
respiration started 90 minutes after a medium 
forceps operative delivery. 
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KIRWIN : TUMORS OF BLADDER 


La causa de las neoplasias de la vejiga aun 
es un misterio. Sin embargo hay suficiente 
evidencia que indica que ciertos casos se deben 
a infecciones virulogicas. 

El papiloma solitario o multiple es el tumor 
vesical mas frecuente. La region del trigono 
vesical es el sitio de predileccion de las neo- 
plasias. La cistoscopia es el procedimiento de 
mas importancia en el diagnostico de los 
tumores vesicales; sin embargo, la biopsia, la 
cistografia, y el examen bi-manual bajo la 
anestesia (Jewett), son metodos adjuvantes 
indispensables. 

E] tratamimiento de las neoplasias vesicales 
consiste de los siguientes procedimientos : 

a. La excision simple seguida por la cauter- 
izacion o la implanta cion del radon. Este 
metodo es de uso general. 

b. Los procedimientos suprapubicos y las 
resecciones intrauretrales, que son hoy en dia 
muy populares. 

e. La cistectomia total con implantacion 
ureteral. Este metodo es sin embargo muy 
radical y por lo tanto de dificil aplicacion en 
la mayoria de los pacientes ya debilitados por 
la enfermedad o por la vejes. 

d. La radioterapia en todas esus modali- 
dades se usa en general en conjuncion con los 
otros procedimientos terapeuticos. 

En mi opinion los adelantos de los ultimos 
anos han sido mayores en el perfeccionamiento 
de technicas que nos permiten con mas seguri- 
dad el evaluar la curabilidad potencial de la 
neoplasia vesical en cada paciente. Este pro- 
greso se debe en parte a las investigaciones de 
varios autores, y, en especial, a estudios histo- 
patologicos y a la compilacion de las observa- 
ciones hechas por medio de la palpacion bi- 
manual. Mi metodo de excision del tumor con 
el cuchillo electrico seguido por la aplicacion 
de la glicerina fenolada y alcohol han dado en 
mis manos buenos resultados. Este procedi- 
miento terapeutico es bien tolerado, aun por 
los pacientes ancianos y debilitados, pues no 
ha mostrado mortalidad inmediata. Las esta- 
disticas del presente sobre el tratamiento de 
los tumores vesicales permiten un mayor op- 
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timismo. Sin embargo, el prognosis aun no es 
tan favorable como uno lo desearia, y cierta- 
mente menos de los que ciertos autores nos 
hacen creer. 


BACON AND SAUER: TREATMENT OF 
RECTAL CANCER 


En nuestra opinion deberian de haber mas 
de un procedimiento en el tratamiento del 
cancer rectal. 

1. Cuando la lesion esta por mas de 3 ems 
arriba de la lina pectinada, la musculatura 
del esfincter se puede preservar si el cirujano 
resecta completamente el recto y los museulos 
elevadors del ano. Las siguientes menciones de 
la literatura reciente revelan la importancia 
de la reseccion completa del recto para evitar 
el peligro de la propagacion retrograda del 
tumor: D’Allaines,® en reseeciones de tres 
centimetros por debajo de la lesion tuvo 2 casos 
de recurrencia en la poreion distal del intes- 
tino en una serie de 100 casos. Denis** tuvo 
3 casos similares. La reseccion de los elevadores 
es esencial, por cuanto ciertas de las glandulas 
linfaticas anorectales, que contienen metasta- 
sis, se encuentran muy proximas a estos mus- 
culos y solo la reseecion completa de ellos las 
puede remover. Tambien la reseecion de los 
elevadores ofrece la unica manera de extirpar 
los ligamntos laterales y, como es sabido, estos 
ligamentos son la via de mayor importancia 
en la envasion lateral del tumor. 

La operacion de Babcock, tal como ha sido 
modificada por uno de nosotros, asegura los 
objetivos indicados arriba. Esta tecnica es tan 
radical como la de Miles cuando el tumor se 
encuentra por arriba de la region interme- 
diaria. 

Una teenica similar fue descrita por Rieard*® 
y Roux®’ en el tratamiento del cancer rectal. 
Otras modificaciones han sido deseritas por 
Swenson*! y Blake.** 

Las operaciones que preservan un segmento 
del recto no son lo suficientemente radicales. 
Ciertas de estas operaciones que fueron repor- 
tadas en el pasado han sido recientemente re- 
vivadas por Wangensteen,*’ Dixon,’ D’Al- 
laines® y otros, con buenos resultados. Sin 
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embargo las ultimas publicaciones de Wangen- 
steen y de Nix on revelan que estos procedi- 
mientos son limitados en sus indicaciones, por 
cuanto solo se pueden usar cuando la lesion 
esta muy alta en el recto, i.e., en una area muy 
limitada donde no hay peligro de propagacion 
lateral del tumor y que permite por lo menos 
la reseecion del recto a un nivel de 5 ems por 
debajo de la lesion. 

2. No hay duda que el procedimiento de 
Miles es el de seleecion cuando hay posibili- 
dades de propagacion del tumor hacia abajo, 
por cuando este metodo permite la reseccion 
de las glandulas linfaticas que se encuentran 
en el trayecto de los vasos hemorroidales supe- 
riores, y tambien las que sencuentran en el 
paniculo adiposo peri-a-nal. 

3. La operacion de Miles, en si, no extirpa 
completamente la region lateral, por lo tanto 
una diseecion de esta region pueda ser de 
valor, especialmente en los casos en que haya 
posibilidad de invasion de las glandulas en 
esta region. Esta diseecion debe de extenderse 
desde los vasos iliacos externos, extirpando las 
glandulas iliacas e hipogastricas. Las glandulas 
sacrales laterales y medias se pueden disectar 
generalmente durante la liberacion de la pared 
posterior del recto. 


KALIMA: CONNECTIVE TISSUE 


Se ha diseutido el significado quirurjico de 
los tejidos conjuntivos y sus derivados bajo el 
punto de vista de su embriogenia (ontogenia). 
Tambien se ha presentados los puntos salientes 
en la genesis del ectodermo, entodermo y meso- 
dermo y la influencia que estas tres hojas em- 
brionarias tienen sobre el organismo humano, 
en el estado de salud o enfermedad. Se ha 
prestado atencion especial a sus implicaciones 
quirurjicas, particularmente, en su relacion 
con la cirujia plastica, auto-transplantes, y en 
el tratamiento quirurjico de las enfermedades 
articulares. 


WATSON : POSTOPERATIVE INGUINAL HERNIA 


El autor diseute el tratamiento de las 
grandes hernias inguinales recurrentes, dando 
enfasis a los resultados obtenidos por difer- 
entes metodos de tratamiento. La teenica oper- 
atoria que usa el ligamento de Cooper, el uso 
del parche de aponeurosis, del pediculo apo- 
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neurotico, y del injerto dermal han sido des- 
eritos y las ventajas de sus usos respectivos 
han sido evaluados. 


BEHREND AND BEHREND: SKIN GRAFT 
HERNIA REPAIR 


Las hernias grandes primarias o recurrentes, 
que se consideraban en el pasado como inecura- 
bles, por razon de su tamano o deficiencia 
celular, se pueden reparar por medio de trans- 
plantes autogenos de piel que contengan todas 
sus capas. Estos injertos se usan para forta- 
lecer las regiones debiles. Estudios experimen- 
tales demuestran que estos injertos de piel 
cuando se entierran en los tejidos celulares 
profundos se unen a estos tejidos. Las capas 
epidermicas incluyendo sus estructuras glan- 
dulares se atrofian con el tiempo y el trans- 
plante finalmente asume la apariencia de 
tejido fibroso. 16 pacientes han sido operados 
por este metodo y solo uno sufrio de recur- 
rencia (esto no se ha confirmado) La unica 
complicacion que se presento en estos casos 
fue drenaje de la herida, que ocurrio en 4 
pacientes pero no interfirio con la curacion 
completa de ellos. 


MATHE: HYPERPLASIA OF PROSTATE 


El autor ha presentado, en revista, el pro- 
greso que se ha hecho en el tratamiento quir- 
urjico de la hiperplasia de la prostata y discute 
los cuatro procedimientos mas corrientes en 
dicho tratamiento. 

En los tumores benignos de la_ prostata 
existe hiperplasia, no hipertrofia, y el tumor 
siempre esta encapsulado; por lo tanto, el 
diagnostico patologico es el de la hiperplasia 
y no de hipertrofia. 

El examen clinico debe de ser detenido, y 
debe de incluir la palpacion manual del recto 
en todo los casos, por cuanto dicho examen es 
de gran valor diagnostico. La urografia in- 
travenosa se debe de practicar, tanbien, en 
todos los casos. 

En los Estados Unidos el 60% de los casos 
son tratados por la reseecion endoscopica. 
96.7% de las prostatectomias por incision 
quirurjica se practican por la via suprapubica, 
por el metodo que se ha descrito. 

La operacion por la via perineal se practica 
en casos de cancer de corto tiempo o en casos 
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de hiperplasia con caleulo. La prostatectomia 
por la via retropubica se esta popularizando 
por cuanto ofrece una ruta directa, permit- 
iendo la diseecion anatomica de la glandula 
bajo vision directa, elimina la abertura de la 
vejiga, y no peligra el segmento rectal del 
colon. El pentotal sodio, suplementado por el 
oxigeno y oxido de nitrogeno, es el metodo de 
anastesia ideal en los pacientes de edad y 
debilitados. Su uso en combinacion con el 
curare es excelente en los casos que requieren 
mas relajacion muscular. 

Todo urologo debe de estar bien familiar- 
izado econ todos los metodos quirurjicos em- 
pleados en el tratamiento de la prostata, pues 
solo asi, el podra utilizar el metodo mas prac- 
tico en cada caso. En general, el autor reco- 
mienda la prostatectomia en las hiperplasias 
de mayor tamano y la reseccion transuretral en 
las menores, (30 gms o menos). 

Se ha reducido considerablemente la mor- 
talidad en la cirujia de la prostata y esto se 
debe aun mejor reconociento de la enfermedad, 
al uso de metodos de anestesia menos peli- 
grosos para el paciente, a la preparacion pre- 
operatoria y post-operatoria, que incluye el uso 
de antibioticos y de la sulfaterapia. Se ha 
presentado un analisis comparativo de la 
mortalidad en los casos que han sido operados 
durante los ultimos 19 anos en el Hospital 
“Southern Pacific General Hospital.” 


IMPERATI ET AL.: CURARE AND SHOCK 


La influencia del curare sobre el shock es de 
importancia en el campo de investigacion clin- 
ico-experimental y en sus aplicaciones en la 
cirujia y en el estudio de los mecanismos fisio- 
patologicos del shock. 

Los experimentos del autor en el conejo 
justifican las conelusiones siguientes : 

1. Doses pequenas y repetidas de curare 
previenen el shock. Sin embargo es importante 
el evitar doses excesivas. 

2. En los animas que sufren del shock pro- 
fundo, el curare tiene un efecto positivo en la 
elevacion de la presion arterial y en la elimina- 
cion del shock. 

Es la opinion del autor que estas investiga- 
ciones prueban que el curare tiene propiedades 
especificas con tra el shock; y que estas pro- 
piedades se deben a su influencia sobre el 
systema catalitico que controla la produeccion 
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del acetilo de colina. Esta activadad farma- 
cologica del curare confirma nuestra hipotesis, 
que el factor determinante en la patogenia del 
shock se forma por la mediacion del acetilo de 
colina, el cual es bloqueado por el curare. 


JAEGER: HEADACHE 


El autor discute ciertos de los tipos mas 
comunes de cefalalgia cronica, los cuales deben 
de ser mejor comprendidos y estudiados bajo 
el punto de vista del sentido comun. En gen- 
eral todos los tipos cronicos se pueden clasifi- 
car en dos grandes grupos: (1) La jaqueca 
cronica (migranosa) y las cefalalgias atipicas 
que guardan relacion con ella. (2) Las cefal- 
algias cronicas que responden al tratamiento 
especifico. En la jaqueca cronica (migrancsa ) 
es importante el uso de un tratamiento, aunque 
sintomatico, que sea efectivo. El estado mental 
del paciente requiere gran atencion, por cuan- 
to el generalmente sufre mas por la anciedad, 
que por el dolor fisico. El tratamiento de las 
cefalalgias que se deben a condiciones especi- 
ficas, requiren un examen minucioso, pues solo 
asi se puede hacer un verdadero dignosis e in- 
stituir el tratamiento mas apropiado. Estos en 
general deben de tomar en consideracion el 
diagnostico neuro-quirurjico vy ciertos metodos 
mecanicos. Con los dolores de cabeza que per- 
tenecen a esta categoria, el tiempo es de im- 
portancia y, por lo tanto, el menor tiempo 
posible debe de pasar entre el comienzo de la 
enfermedad y la institucion del tratamiendo 
quirurjico mas apropiado. 


MC GEE: OBSTETRICAL EMERGENCIES 


El autor ha discutido bajo el punto de vista 
de su experiencia y de el conocimiento moderno 
las siguientes condiciones patologicas: la pre- 
eclampsia, eclampsia, la placenta previa, la 
ruptura del utero, y la hemolrragia del puer- 
perio. Tambien describe los procedimientos 
que se emplean en el tratamiento de cada una 
de ellas. 


FICARRA: THYROID PROCEDURES 


Se ha presentado un estudio ecritico de 100 
casos consecutivos de cirujia de la glandula 
tiroides, en los cuales no hubo mortalidad, 
morbilidad o infeecion de la herida. En esta 
serie se presentaron todo los tipos patologicos 
de dicha glandula con excepcion del estruma 
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de Riedel. El autor llama la atencion a la 
frecuencia de la fobia como sintoma del hiper- 
tiroidismo. Tambien menciona las exacerba- 
ciones del hipertiroidismo durante el clima- 
terio. Diseute el valor terapeuticos de las 
diferentes drogas anti-tiroideas. Menciona el 
valor post-operatorio de la traqueotomia elec- 
tiva. Esta serie soporta el concepto moderno 
de que la tiroidectomia hoy en dia se puede 
practicar sin mortalidad y morbilidad; y esto 
se debe en gran medida al uso preoperatorio 
de las drogas antitiroideas que son de gran 
valor en la eradicacion de las crisis tiroideas. 


WEYL: ANESTHETIC PROCEDURE OF CHOICE 


El autor discute varios de los anesteticos 
mas modernos, sus teenicas de administracion 
y sus indicaciones y contra-indicaciones, lla- 
mando la atencion a los peligros inherentes a 
su administracion. Da enfasis al estado general 
del paciente, al entrenamiento experiencia del 
anestetista y del cirujano, y a la necesidad de 
mantener el balance adecuado de los fluidos 
del paciente durante la operacion. 


SCHATTYN: TUBERCULOSIS OF URINARY TRACT 


El! autor declara que el aceite de chalmugra 
combinado con doses pequenas de streptomi- 
cina es de valor en el tratamiento medico de la 
tuberculosis de las vias urinarias. Esta tera- 
peutica ha transformado el tratamiento pal- 
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iativo-quirurjico de esta enfermedad al tipo 
medico-quirurjico. Por lo tanto combinaciones 
logicas de terapeutica medica con la quirurjica 
estan en orden. 

Se presenta una clasificacion terapeutacia de 
los diferentes tipos clinicos de la tuberculosis 
de las vias urinarias, y se han dado las indica- 
ciones medicas y quirqurjicas en el tratamiento 
de eada tipo. 


FURLONG: COMPLETE ADENOIDECTOMY 


El] autor recomienda mas juicio en el uso de 
los diferentes instrumentos que estan al al- 
eance del cirujano en la practica de la aden- 
oidectomia. 

El objeto es el practicar la adenoidectomia 
y no la adenoidotomia ; por lo tanto el cirujano 
debe de ejercer el mismo cuidado en esta oper- 
acion que el ejerce en la reseccion de las amig- 
dalas. 


BRADY: ACUTE INTUSSUSCEPTION 


Se ha hecho una revista historica de la 
intusucepcion como causa etiologica de la 
obstruccion intestinal en los adultos. Se han 
reportado dos casos, uno en el hombre y el otro 
en la mujer. Uno de los casos fue ecausado por 
un tomor y el otro por un diverticulo de Mee- 
kel que se habia invertido. El tratamiento fue 
operatoria, con mejoria completa de los dos 
pacientes. 
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ister gas anesthetics by inhalation, 

there is a growing tendency toward 
narcosis induced by direct introduction of an 
anesthetic into the blood stream. Since any 
vas must be carried throughout the system by 
the circulating blood in order to affect all tis- 
sues, Why not inject a fluid anesthetic directly 
into the vascular system? 

Experiments with the inhalation of syn- 
thetie agents are ‘constantly being made, but 
all sueh agents have certain disadvantages, 
especially the explosive ones. Every operating 
room now earries “Caution” signs or warnings 
to visitors, but it is possible that even the 
electricity from a human body may generate 
a spark sufficient to ignite a highly inflam- 
mable substance. Anyone who has crossed a 
room and touched metal under certain condi- 
tions ean testify that the electricity is there, 
but whether such a tiny current is sufficient 
to bring about a casualty has been neither 
proven nor disproved. 

One may venture the assumption that chem- 
ical researchers working on the problems of 
nareosis are doing less and less with gaseous 
substances and more and more with fluids. 
Out of their work has come the application of 
pentothal sodium to the needs of the surgeon. 
Both surgeon and patient are vitally con- 
cerned as to “the best method of securing 
sleep” during an operation. Many patients 
who have had ether or its analogues or ad- 
juvants strongly object to the nauseating dose, 
the struggle for breath, and the subconscious 
or semiconcious apprehension of impending 
disaster when another operations is in the 
offing. These objections are well sustained 
by the faets, and to overcome them is one 
of the most diffieult tasks a surgeon en- 
counters. 

An excellent résumé of the réle of pentothal 
sodium was offered in the well-written article 


epee most surgeons still admin- 


Intravenous Pentothal Sodium Anesthesia 


by Dr. D. L. Rater of Ottumwa, Iowa, in this 
JOURNAL for March-April 1949 (Vol. XII, 
No. 2). 

For some three years this surgeon has used 
pentothal sodium in routine surgical pro- 
cedures, from removal of a sebaceous cyst to 
a cesarean section. “Approximately 92 per- 
cent ... experienced no postoperative nausea 
or vomiting.” A cursory glance at Dr. Rater’s 
tabulation shows the ages of the patients to 
have been from 6 to 85, and the duration of 
operation from 36 to 137 minutes. “Surgeons 
who have used pentothal sodium find it fulfils 
their most exacting requirements in all forms 
of surgical procedure.” 

There are, however, dangers; therefore, an 
intensive study must be made of the patient 
in the preparatory stage. One might assume 
this to be a sine qua non in all cases, but there 
is evidence that oversights are not uncommon. 
There are, of course, the “complete physical” 
and the laboratory tests (complete blood tests, 
metabolism tests and x-rays when called for), 
but stress is laid upon the patient’s age, con- 
dition and elinical history. Debility, anemia, 
cardiac disease, diabetes, senility and any 
other conditions tending to make the patient 
a “poor surgical risk” must be considered. Bed 
rest, extra fluids and attention to elimination 
are important. Vitamin deficiency should be 
corrected. The blood type should be known. 
Data on the previous use of drugs (barbitu- 
rates or narcotics) and of alcohol are impor- 
tant. Flatulence is not to be tolerated, and in 
persons so disposed fluids should be allowed 
for only 24 hours prior to operation and noth- 
ing at all given by mouth after midnight. 
Morphine and atropine may be administered 
hypodermically one hour before operation ex- 
cept to the very young, the very old, and 
women for whom cesarean section is planned. 
The patient should come to the operating room 
with a flat abdomen, free of gas and in a good 
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frame of mind; extreme nervousness may call 
for postponement of the operation. 

The technie at the operating table cannot 
be deseribed here. Suffice it to say that after 
the flow has been established into a vein, it is 
adjusted to infuse 60 drops of pentothal so- 
dium per minute for about two minutes—that 
is, until all reflexes have been satisfactorily 
reduced as in any other anesthetic procedure. 
This may be tested by stroking the eyelashes, 
touching the pharynx or pulling on the tongue. 
One must then judge whether the rate of ad- 
ministration can be continued or should be 
reduced to 45 drops per minute or less. The 
airways must be cleared by suction and kept 
free at all times. Oxygen is administered at a 
rate of 300 to 500 ce. per minute. Constant 
vigilance is of paramount importance; too 
great concentration of the anesthetie in the 
blood may cause respiratory paralysis, which 
is usually temporary but may be permanent. 
Useful as this drvg is, it is not foolproof, and 
death has oceurred during its administration. 
Artificial respiration for a few minutes will 
usually restore normal breathing, with fresh 
oxygen intake. If response is lacking, either 
ecoramine, metrazol or picrotoxin should be 
given. The time limit is from two to three min- 
utes. Five minutes’ delay is almost certainly 
fatal! Heartbeats may continue while the 
blood pressure falls. 

At times, adjuvants are desirable. Curare 
is an aid to relaxation and is to ke preferred 
to the increase or deepening of the anesthesia ; 
nevertheless, an overdose of this useful drug 
can paralyze the respiratory muscles and re- 
sult in death. The first dose may be 60 units 
(3 ee.) into the vein, but for “poor risk” pa- 
tients it is better to give only 20 units (1 ee.). 
The rate and character of repiration are of 
first importance. Overdosage may be corrected 
by administration of prostigmine 1/2000, but 
not more than 1 or 2 ee. should be given. 

Coramine stimulates the circulatory and 
nervous systems and increases the blood pres- 
sure, dilating the coronary vessels. Its toxicity 
is low, and it shortens nareosis if given in 
doses of 3 to 5 ee. 
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Metrazol is useful as a respiratory and car- 
diae stimulant if given slowly. Convulsions 
may follow too rapid administration. 

When endocrine imbalance seems obvious. 
as in patients with Addison’s disease, adrenal! 
cortex extract is in order, given intravenously 
in doses of 1 to 2 ce. In a crisis, the dose may 
have to be 40 to 50 ee. 

Picrotoxin is useful in cases of barbiturate 
poisoning, since it stimulates the central nerv- 
ous system. The initial dose is 2 ee., given 
intravenously. 

The use of pentothal sodium ealls for close 
teamwork between the anesthetist and the sur- 
geon. In fact, the anesthetist should have an 
opportunity to visit and study the patient in 
the preoperative stage, since he is after all the 
“engineer” who takes the patient’s life in his 
hands. 

He should know the history (especially 
if there is past or present drug addiction), 
the results of the complete physical examina- 
tion, the blood picture, the state of cardiac 
and renal function, and the metabolic evi- 
dence. Since detoxification is a function of 
the liver, he should know the capabilities of 
this organ and, if there is time, insist that the 
glycogen reserve be made sufficient. In the 
presence of “lung trouble” (pleurisy with ef- 
fusion, pneumonia, tuberculosis, malignant 
disease) anesthesia becomes a major problem, 
but it is complicated less when pentothal so- 
dium, rather than an inhalation anesthetic, is 
employed. 

Opinion seems to be lining up in favor of 
the continuous intravenous drip method. The 
anesthetist is at the side of the table and not 
in the surgeon’s way. Ile can administer ad- 
juvants, if necessary, without disturbing the 
operative routine; he is strict'y “on his own.” 
Moreover, since his responsibility seems to be 
greater, relatively, than has heretofore bee. 
conceded, the anesthetist must be a doctor of 
medicine with a broad outlook upon the pa- 
tient as a whole, not merely as a subjeet who 
has to be “knocked out” for the purpose of sur 
gical treatment. 

I. W. VoorureEs 
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New Horizons 
By the Editor 


It is a truism that versatility is one of the 
marks of genius. The world has known many 
“reat men whose prodigality and variety of 
talent was almost breath-taking; the example 
of Leonardo da Vinei springs first to mind. 
{t need not surprise or unduly impress any 
‘hinking person that a man who has a really 
iitanie endowment in one respect should 
-vinee an equal or a nearly equal endowment 
in others. But it is rare indeed to find a man 
of this ealiber abnegating not only personal 
ambition but the elementary comforts of every- 
day life in order that he may devote his ener- 
vies—not a measured part of them, but all— 
io the daily, hourly unremitting service of 
“the least of these.” Dr. Albert Schweitzer, 
whose life for many years has been spent in 
ministering to savages and cannibals, has done 
and is still doing exactly that. 

Author, philosopher, preacher, musician 
and healer—internationally known and _ uni- 
versally beloved in all five capacities—Dr. 
Schweitzer chose the African natives as his 
people for the simple reason “they needed 
doctors.” The brevity and pungeney of this 
explanation is characteristic of the man. As 
he wastes no time at his post in the 
African hinterland, so he wastes no time and 
no words in elucidating and justifying the 
sacrifice he has made. To him it is self-expla- 
natory and needs no justification. Here is 
another truism, this time a truism less gen- 
erally known: that a sacrifice made in love is 
no sacrifice at all. Dr. Schweitzer, who has a 
clinical knowledge, so to speak, of sacrifice and 
its surprising nature, is only amused when 
the word is mentioned now. His keen, good, 
humorous face lights up as though some 
secret idea delighted him, and it is not hard to 
find in this look a touch of reminiscent self- 
derision; for he too once thought of sacrifice 
in the conventional way. Deciding to forsake 


Albert Schweitzer 


Apostle of Humanitarianism 


theology for medicine as the foeal field of his 
endeavors, he did not find his chosen course 
an easy one. Already a famous man in several 


Dr. Albert Schweitzer, medical missionary, musician 

and philosopher, tests the strength of No. 3-0 catgut. 

During his recent visit to the United States, Dr. 

Schweitzer spent a Sunday morning in New York City 

selecting a year’s supply of material for his hospital 
at Lambarene, West Africa. 


fields, with a eareer of uncommon brilliance 
opening out before him, he went so far as to 
doubt that he could do it. “I prepared,” he 
says, “to make three sacrifices ; to abandon the 
organ, to renounce academic teaching activi- 
ties, and to lose my financial independence. 
... Now there happened to me what happened 
to Abraham when he prepared to sacrifice his 
son. I, like him, was spared the sacrifice. The 
piano with pedal attachment built for the 
tropies ... and the triumph of my own physi- 
cal health over the tropical climate allowed me 
to keep up my skill on the organ. . . . For the 
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renunciation of my teaching activities at 
Strassburg University, I found compensation 
in opportunities for lecturing elsewhere. If I 
did for a time lose my financial independence, 
I was able to win it again by means of pen 
and music. ... This buoyed me up and made 
me ready for every effort and every renuncia- 
tion.” 

The nature and details of Dr. Schweitzer’s 
work in Africa are too well known, especially 
since his recent visit to the United States on 
the occasion of the Goethe festival, are too 
well known to need repetition here. The im- 
mense significance of the man and his work 
lies not in the work itself, impressive as it is. 
but in the philosophy of life that engendered 
it and sustains it. Reverence for life—all life— 
is Sechweitzer’s watchword, and love of human- 
ity is the motor power behind him. God’s com- 
mandment of universal love is to him a sum- 
mary of all that is worth knowing about the 
conduct of life. “It is only through love,” he 
says again and aagin, “that man can attain to 
communion with his Maker.” This conviction 
carries the necessary corollary of belief in the 
essential worth and dignity of man. “If that 
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The hands of Dr. Albert Schweitzer. 
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JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


used through the courtesy of Ethicon Suture Labs. 


JANUARY, 195 


ideal is abandoned, the intellectual man goes 
to pieces, and that means the end of culture 
and even of humanity.” 

The truth of this pronouncement should be 
so obvious as to require no statement of it, 
but the condition of the world at present is 
tragic evidence that it is not so. If ever a 
prophet was needed he is needed today. If ever 
an apostle of truth—truth tried and proved 
and triumphant—was needed to recall man- 
kind to the essential verities, to defend the 
vital significance of culture and the arts, to 
uphold the intrinsic rights and destiny of man. 
this is the time. All the bootstrap-lifting tac- 
tics in the world cannot save the situation; 
but if the tremendous power of love, sacrifice 
self-forgetfulness were once unloosed 
among us, there would be such a renaissance 
of beauty and valor as would stop the breath. 

All men of good will may well congratulate 
themselves that the message is spoken by one 
whom all men love. The late Gilbert Keith 
Chesterton onee remarked—how truly !—that 
there is no saint so powerfully persuasive as a 
charming saint, and Dr. Sehweitzer’s charm 
is universally acknowledged. Here is no ean- 
ting prude, no tin-horn do-gooder. Here is a 
man among men, a scientist, an artist, a phi- 
losopher and a friend. Here is a man who says 
what he says because he knows it is true— 
knows it because he learned it by the sweat of 
his brow and the labor of his hands no less than 
by study and research and rational thought. 
His wisdom, in an age like this, is astounding. 
Beside it, the tinsel glitter of “sophistication” 
shows itself for the tawdry thing it is. Well 
may the medical profession pride itself upon 
such a colleague as Albert Schweitzer. We. 
like him, are by the very nature of our work 
the heirs of privilege, in that our words are 
listened to and our lives regarded wherever 
we go. Well indeed for the world if the whole 
profession takes new life and new heart, as 
certainly it may, from this modern example 
of what a physician may become. 


: 128 


Veracity and Vivisection 


The vivisection controversy thus far has 
been largely a one-sided combat, chiefly be- 
cause the busy and sensible scientists who 
cover the field of medical and surgical re- 
search have found it difficult to take the matter 
seriously. That mature men and women, pre- 
sumably intelligent, presumably educated, 
should repudiate one of the most important 
sourees of scientific knowledge, on grounds as 
reasonless as they are sentimental, was not to 
be believed. That powerful organs of the public 
press should join in the shouting—nay more, 
even conduct sensational campaigns against 
the advancement of science—was still more 
incredible, and for some time the medical pro- 
fession smiled tolerantly and let it pass. 

Now, however, it has become only too evi- 
dent that any pressure group, however flimsy 
its platform, can become a serious nuisance 
and a public menace as well. The uproar about 
vivisection is a case in point. There can be no 
question as to the value of animal experi- 
mentation so far as human welfare is con- 
cerned. An overwhelming proportion of mod- 
ern medical and surgical knowledge begins in 
the experimental laboratory. Some experi- 
ments—some vitally important experiments— 
cannot be performed on dead animals. The 
animals are therefore anesthetized and sub- 
jected to operation, just as a human being is 
anesthetized and subjected to operation when 
he requires it. The difference is merely that the 
human being undergoes the operation for his 
own benefit solely, whereas the animal under- 
goes it for the benefit of all mankind. 

As often happens when fanatics get hold of 
an idea, the facts about vivisection—the 
motives behind it, the methods used, and the 


extent of suffering involved—are grossly dis- 
torted and even falsified by the crusaders, who 
do not seruple to accuse the whole medical 
profession of deliberate and fiendish cruelty. 
The medical profession has begun to answer 
back. Several state medical journals have re- 
cently expressed themselves with appropriate 
vigor. The Journal of the Iowa State Medical 
Society® remarks astutely, “The problem seems 
to be largely one of lack of interest and in- 
formation .. . inconsistent and illogical points 
of view rather than conscious opposition to 
animal experimentation.” Encouragingly, the 
editorial refers to a recent survey indicating 
that active opposition is probably confined to 
some three percent of the general public. We 
hope this percentage is accurate ; if it is, there 
is still time to educate the rest of the popula- 
tion before the crackpots take over. 

The Iowa editorial was picked up and re- 
printed by the Pennsylvania Medical Jour- 
nal,** without comment. The Journal of the 
Oklahoma State Medical Association*** con- 
tributes this accessory blast : “Long since, many 
of the antivivisectionists would have been elimi- 
nated by disease if knowledge had not been 
doubled through animal experimentation. . . . 
We say to all antivivisectionists, cheer up, 
change your mind and be merciful.” 

This is turning the tables with a vengeance. 
If accusations of cruelty are to be the order of 
the day, the untruthful and sentimental cru- 
elty that would deny health and even life to 
uncounted thousands of sufferers may well 
come in for its share. 


*Cited by the Pennsylvania Medical aa 
“*Pennsylvania M. J., September 1949 
***J. Oklahoma M. A., October, 1949. 
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News Notes 


The Sixth International Congress 
of Radiology 

The Sixth International Congress of Radiology 
will hold its meeting in London on July 23-29, 1950. 
The sessions of the Congress will be held in the 
Central Hall (Westminster), and in association 
with the Grand Scientific Exposition. The Tech- 
nical Exposition will be presented in the salon of 
the Royal Horticultural Society. 


American Academy of General Practice 

The Second Annual Scientific Assembly of the 
American Academy of General Practice will take 
place in St. Louis, Mo., February 20 through 23, 
1950. The Kiel Auditorium and Opera House will 
be its headquarters. The Academy is the national 
scientific organization for general practitioners of 
medicine and surgery. 


C AR E to Distribute Technical Books 

The Library of the University of Louvain, Bel- 
gium, destroyed by Nazi bombing, has received the 
lirst collection of books from C A R E. Under the 
present plan anyone may send donations to the 
hook program. They will be used to purchase the 
latest and best scientific and technical books pub- 
lished in English. 


Congress on Good Eyesight 

The National Society for the Prevention of 
Blindness, in conjunction with the Interim Session 
of the Pan-American Association of Ophthalmol- 
ogy, will hold a five-day conference March 26-30, 
1950, at the Floridian Hotel, Miami Beach, Florida. 
“The Americas Unite to Save Sight” will be the 
theme of the meeting. Other subjects to be dis- 
cussed will be trachoma; industrial ophthalmology ; 
eye problems of school children, and medical and 
social management of the various types of glau- 
coma. 


The International and Fourth American 
Congress on Obstetrics and Gynecology 
The International and Fourth American Con- 
gress on Obstetrics and Gynecology will meet at 
the Hotel Statler in New York on May 14-19, 1950. 
The preliminary program includes topics on the 
physiology of the human reproductive system; its 
pathology; its social and economic problems; neo- 
plastic disturbances of the female reproductive 
system; and the proceedings of obstetrics and 
gynecology. Dr. Fred L. Adair is president. Those 
interested may communicate with him at 24 West 
Ohio St., Chicago 10, 


Tulane University 
Legal Medicine Program 

In order to establish an euective integration be- 
tween law and medicine on graduate and under- 
graduate levels, Tulane University of Louisiana, 
New Orleans, has established a law-science pro- 
gram with Dr. Hubert Winston Smith, former pro- 
fessor of legal medicine at the University of Illi- 
nois, Chicago, as research professor of law and 
medicine. 


Establishment of the George Minot 
Lectureship 

It has been the desire of the Section on Experi- 
mental Medicine and Therapeutics to establish a 
“name lecture” honoring an American investigator 
for exceptional contributions to clinical investiga- 
tion and therapeutics. Approval has been obtained 
from the Council on Scientifie Assembly of the 
American Medical Association, and the lecture is 
to be named after Dr. George Richard Minot of 
Boston, whose work on the control of pernicious 
anemia has been recognized throughout the world. 


International Code of Medical Ethics 
The Red Cross of Monaco will publish a collec- 
tive work constituting a plan of codification of 
international medical law. Its purpose is to human- 
ize warfare and prevent such atrocities as were 
committed during World War IT. It is hoped that 
every medical school and faculty in the world will 
organize a course in international medical ethies, 
which will specify the rights and duties of the 
physician in all circumstances of peace and war. 


Forty Million Dollar Clinical Center 

Extension of the National Institutes of Health 
at Bethesda, Maryland, includes a fourteen story. 
$40,000,000 air-conditioned building, scheduled to 
be completed in July 1952. It will house one of the 
best equipped medical and basie science labora- 
tories ever built, together with a 500-bed hospital 
facility. Patients will be selected from all parts of 
the country according to the nature of their illness. 
Only patients with the particular disease under 
study at the center will be accepted. 


The Southeastern Surgical Congress 

The Eighteenth Annual Assembly of the South- 
eastern Surgical Congress will meet March 6-9, 
1950, at the Shoreham Hotel in Washington, D. C. 
The Southeastern Surgical Congress embraces 
eleven of the Southeastern states, Maryland and 
the District of Columbia. 
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New 


Books 


Urological Aspects of Spinal Cord Injuries. By 
George C. Prather. Springfield, Ill.: Charles C. 
Thomas, Publisher. Pp. 143; 42 illustrations. 


This interesting monograph is based upon its 
first prefatory statement, “The integrity of the 
urinary tract is vital for the recovery of patients 
with spinal cord injuries.” A close correlation of 
anatomie and neurophysical consideration is re- 
quired, and Dr. Prather draws his conclusions from 
1 quarter of a century of experience with civilian 
injuries, a great deal of research on military casu- 
alties and a considerable storehouse of experimen- 
ial research statistics. 

Fully half the book is devoted to the bladder 
as affected by injuries to the spinal cord. Sequelae 
of spinal cord injury affecting the upper portion of 
the urinary tract, the sexual organs, and the kid- 
ueys, and ureters are also discussed at length, with 
a detailed account of the results of treatment and 
an equally detailed, though brief, program of sug- 
vested treatment. The illustrations, which include 
roentgenograms, pyelograms, line drawings and 
eraphie representations, are well chosen and illu- 
minating. Neurosurgeons, urologists and general 
practitioners will find special value in this little 
volume. 


Fractures. By Paul B. Magnuson and James K. 
Stack. Philadelphia: J. B. Lippincott Company, 
1949. 5th ed. Pp. 537; 323 illustrations. 


An interesting feature of this new edition of a 
well-known text is the addition of a chapter on 
“farmyard reduction” of fractures, which is ac- 
counted for by the authors’ conviction that “the 
use of gadgets in treatment of fractures has seemed, 
during the past few years, to overshadow common 
sense and the simple approach to the problem.” 
Drs. Magnuson and Stack maintain that, although 
many mechanical appliances have great value, only 
one splint—the Thomas splint—is fundamental. 
This should raise some lively though good-natured 
argument, for there is something to be said on both 
sides of the question; nevertheless, speaking gener- 
ally, it is always encouraging in this complicated 
age to encounter an advocate of simplicity so long 
as simplicity does not become oversimplification. 

The new edition also takes full account of the 
use of antibiotics, immediate wound closure and 
full-thickness skin grafts in the treatment of 
wounds and compound fractures. Fundamentally, 
however, no attempt has been made toward radical 


changes in the basie text. As the authors justly 
remark, the fundamentals involved in the treatment 
of fractures, if they are truly fundamental, do not 
change from year to year. 


Human Pathology. By Howard T. Karsner. 
Philadelphia: J. B. Lippincott Company, 1949. 
7th ed. Pp. 927; 584 illustrations. 

Additions to the seventh edition of this recog- 
nized classic include two new chapters, 800 new 
bibliographic references and 241 new illustrations, 
as well as numerous revisions and expansions of the 
former text. The new chapters deal respectively 
with diseases of the eve and diseases of the skin. 
The material on infectious disease has undergone 
thorough revision to bring it up to date. The section 
on diseases of the liver has been entirely rewritten. 

The illustrations include a fine collection of pho- 
tomicrographs and a number of good color plates. 
“The illustrations are designed to amplify the text 
‘ather than to substitute for it. In pathology ... 
verbal description is essential to understanding.” 
The text falls into two general classifications, gen- 
eral pathology and systemic (specific) pathology, 
the first part being devoted to the morphologic 
changes in living tissue resulting from disease, the 
second half to detailed explanation of these changes 
and their significance in particular disease of par- 
ticular parts of the human body. These “verbal de- 
scriptions” are excellently done, with the meticulous 
attention to detail that characterizes the histopath- 
ologie expert; they make, accordingly, smooth 
and satisfactory reading. A book already so well 
established as Dr. Karsner’s will undoubtedly main- 
tain the great suecess it has had heretofore. 


Operations of General Surgery. By Thomas G. 
Orr. Philadelphia: W. B. Saunders Company, 1949. 
2d ed. Pp. 890; 721 illustrations. 


This standard work, long known for the excel- 
lence of its step-by-step illustrations of surgical 
technic as well as for its comprehensiveness and 
lucidity, has been revised and expanded in its 
new edition to admit elucidation and illustration of 
new technics, such as Callander’s lobectomy, new 
operative approaches to the vascular system, the 
repair of hernias, ete. “The most important addi- 
tions,” says Dr. Orr, “have been made to the chap- 
ters on the Digestive System and on Congenital 
Anomalies. ... The epoch-making work of Blalock, 
Gross and others on the surgical treatment of 
anomalies of the aortic arch has been added. . . . 
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Within the limits of conservatism, the use of the 
antibiotics has been emphasized.” 

Dr. Orr’s book is marked throughout by the 
exact and explicit methods of the surgeon of long 
teaching experience. Nothing is taken for granted; 
everything is explained. The illustrations, many of 
which have been replaced with new ones, are aptly 
chosen and lavishly employed. In spite of. the vol- 
ume’s necessarily imposing bulk, the effect is far 
from being an effect of heaviness. The quality of 
the writing, which is well above the average, insures 
the student’s immediate and continuing interest. 


Neoplasms of Bone and Related Conditions. By 
Bradley L. Coley. New York, Paul B. Hoeber, Ine., 
1949. 


Since there are a number of pathologie con- 
ditions affecting the human skeleton that create 
serious problems in differential diagnosis, Dr. 
Coley, in his excellent and substantial new work 
on bone tumor, puts special emphasis upon: such 
of them as may be mistaken for tumor. Even the 
roentgen picture, he points out, is not always de- 
cisive; moreover, some types of bone tumor, no- 
tably osteogenic sarcoma, vary so strikingly within 
their own classification that great care is necessary 
to obtain an accurate basis for therapy. Among the 
non-neoplastic conditions often confuesd with tu- 
mor are certain vitamin deficiency diseases, disturb- 
ances of the endocrine glands, various symptoms 
of parasitic infestation, bone lesions caused by 
metabolic disorders or absorption of chemical 
poisons, and conditions due to disturbances in the 
blood supply. It is Dr. Coley’s opinion that in 
nearly half of all patients suffering from tumor of 
the skeletal system the tumor exists “in detectable 
form” for at least six months before it is correctly 
diagnosed. 

The uses and limitations of irradiation are thor- 
oughly examined, as are the indications for radical 
surgical treatment, including amputation. There 
are 622 illustrations, including many fine roent- 
genograms, and 53 tables. A few photomicrographs 
are included, but the author’s omission of emphasis 
on the histologic material is intentional, as he feels 
that this aspect of the matter has been fully and 
satisfactorily covered by others in the field. In all 
other respects his text is detailed and complete. 

The origin of bone tumors, the conditions that 
predispose to them, their proper diagnosis, and 
their treatment, conservative or radical, occupy 
more than seven hundred pages of well-organized 
text. An interesting section on the medicolegal 
implications is included, with considerable stress 
on the extreme difficulty of being certain that any 
given bone tumor is actually the result of the 
injury alleged to have produced it. 


JANUARY, 1956 


Principles and Practice of Rectal Surgery. By 
William B. Gabriel. Ed. 4. Springfield, Charles C 
Thomas, 1948, 


The first edition of this work appeared in 1932. 
That the present publication is the fourth is suf- 
ficient guarantee of its permanent value. One of 
its most prominent excellences is the author’s style, 
which makes remarkably easy reading on a difficult 
subject. The tone is almot that of conversation, 
yet the content is completely scientifie and fully 
implemented. 

There are 278 illustrations and 11 color plates. 
Many of the illustrations are original with Dr. 
Gabriel, who places his chief reliance on drawings 
and diagrams rather than photographs, although 
both photographs and roentgenograms are used. 
Primarily the book is, as before, a practical treat- 
ment, with emphasis on examination, diagnosis and 
therapy. Hemorrhoids, rectal prolapse, anal incon- 
tinence, rectal carcinoma and carcinoma of the 
anus receive special emphasis. A separate chapter 
is devoted to rectal injuries. The surgical anatomy 
of the anorectal region is lavishly illustrated and 
thoroughly described, and the general principles 
of rectal surgery, it indications and contraindica- 
tions, are outlined. 


Injuries of the Brain and Spinal Cord. Edited 


by Samuel Brock. Baltimore: The Williams & Wil- 
kins Company, 1949. 3d ed. Pp. 783; 123 illustra- 
tions. 


This standard text, now in its third edition, is 
the work of twenty-eight authorities in the field. 
The revision and expansion that preceded publica- 
tion resulted in the addition of several new chap- 
ters, which deal with herniation and protrusion of 
the intervertebral disc, injuries of the vertebral 
column and spinal cord, neuroses resulting from in- 
juries to the head and brain, and the effects of elec- 
trie shock on the human nervous system. It is now 
nearly eight years since the former edition ap- 
peared, and great advances in knowledge have been 
made, demanding and receiving an attention com- 
mensurate with their importance. As before, the 
work is solid, authoritative and well substantiated, 
with the additional great advantage of complet: 
modernity. 

Compendiums have always an interest of their 
own, enabling the student to compare the opinion- 
and experiences of many different experts as de. 
seribed. They have their difficulties also, especiall; 
from the compiler’s point of view; it is no easy tas 
to assemble the work of more than two dozen cor 
tributors and achieve an integral, unified effori. 
This Dr. Brock has done with great efficiency. Th 
new edition maintains the former high standar:i 
and in some respects surpasses it. 
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Abstracts from Current Literature 


Resection of Stomach and Adjacent Organs in 
Continuity for Advanced Cancer. McNeer, Gor- 
don, & James, Arthur, Cancer, 1948, 1:449. 


The authors report the findings on 15 cases taken 
from the files of the Memorial hospital, New York 
City, that had been operated upon for gastric can- 
ver and in which all or part of the stomach plus all 
or part of one or more adjacent organs were 
resected en mass. These do not include total gas- 
irectomy plus removal of the omentum, as that 
added removal is routine, nor do they include total 
zastrectomy alone or cardiectomy alone. They also 
state, that of the 75 survivors of subtotal gastree- 
tomy for cancer, three percent were alive and 
without recurrence for five or more years. In the 
vroup of 15, seven are listed as alive and well, but 
of these only four have survived more than five 
years. Brief protocols are given on these four 
patients, and one table is given detailing the 
operative procedures on all 15, the diagnosis 
(pathologic), the operative findings and the end 
result. There are four photographs reproduced 
indicating the extent of the resection in these pa- 
tients (two from one patient). 

This article is similar to others that are appear- 
ing with relative infrequency emphasizing the 
steadily increasing daring, ingenuity and resource- 
fulness of the highly skilled surgeon; the unusual 
limits that are being extended in the attempt to 
cure an otherwise fatal disease. They clearly state 
that operations of this magnitude are absolutely 
contraindicated except for cure, hence should never 
be attempted when there are demonstrable distant 
metastases or involvement of the fundamental 
blood supply. As our knowledge of nutrition in- 
creases, and with the marked improvement in 
anesthesia, the younger surgeons of today with 
many years of intensive training may well advance 
these frontiers. 

W. A. CHIPMAN 


Apocrine Tissue, Chronic Cystic Mastitis and 
Sweat Gland Carcinoma of the Breast. John F. 
Higginson, John R. McDonald, Surg. Gynec. & 
Obst., 1949, 88:1. 

A brief history of “pale epithelium” is pre- 
sented. The frequency with which this “pale epi- 
thelium” is found in surgical specimens, and the 
weight of evidence showing relationship of “pale 
epithelium” in the breast to sweat glands, to var- 
ious pathologie and physiologic body states and 
various hormonal imbalances, stimulated the study 
of 97 unselected surgically removed breast. In 
addition postmortem specimens of axillary skin 
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from six unselected subjects were utilized. The 
axillary glands as well as the mammary glands are 
apocrine, but not sweat glands—in that they are 
secretory in nature rather than excretory. 

The authors feel that the diagnosis “chronic 
cystic mastitis with areas of Schimmelbusch hyper- 
plasia” which is frequently used at the Mayo 
Clinic, is incorrect. They feel that even if Schim- 
melbusch did see the “pale epithelium” he did not 
describe it as such. 

On the material studied there was microscopic 
evidence of “pale epithelium” found in three- 
quarters of the specimens. Macroscopically one 
could predict the diagnosis of “pale epithelium” in 
three quarters of the positive specimens by noting 
small pink and bluish bits of tissue and small 
cystic bits of tissue. A positive iron reaction in the 
cells of the “pale epithelium” was an undeniably 
unique reaction. Hyperplasia and papillary for- 
mation were seen together. Where myoepithelial 
cells participate in hyperplastic activity, they ap- 
pear more like epithelial cells rather than smooth 
muscle cells. There was no great difference in the 
age incidence in the breast with “pale epithelium” 
and the breast without. The hormonal inbalance 
of the menopause seemed to play a part. Sixty-five 
per cent of the breast with “pale epithelium,” whic!) 
showed papillary formation or papillary formation 
with hyperplasia, were in the menopausal group. 

In conclusion the authors state the following: 
(1) “Pale epithelium” is actually apocrine glandu- 
lar tissue identical with axillary scent glands. 
(2) Apocrine glands are not sweat glands, but are 
secretory rather than excretory. (3) These glands 
may be considered primitive epithelium responsive 
to hormonal stimulus. (4+) “Pale epithelium” is 
considered a normal finding in all breast after 
puberty. (5) The quantity increased in pathologic 
breast seems to substantiate the hormonal relation- 
ship. 

Frank S. Oser, JR. 


Radium Irradiation of the Nasopharynx for Hy- 
pertrophy of Lymphoid Tissue. Minchew, B. H., 
Collins, B. E., M. A., Georgia, 1948, 37 :439. 


If a careful study is made of patients complain- 
ing of earaches, deafness, tinnitus and frequent 
attacks of upper respiratory infections, an exces- 
sive amount of lymphoid tissue will usually be 
found in the nasopharynx. 

This tissue acts not only as a source of chronic 
infection, but also as an obtruction to the proper 
drainage and ventilation of the middle ear. In- 
fected secretions back up into the ear. They pro- 
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duce a eustachian salpingitis. The mucosa of ear 
becomes hyperemic and edematous. The tympanic 
membrane retracts and thickens, and the short 
process becomes more prominent. Mucoid exudate 
organizes into granulation tissue. This contracts 
and becomes strands of fibrous scars that interfere 
permanently with movement of the ossicles. 

This type of malfunctioning eustachian tube con- 
stitutes the most common cause of conductive deaf- 
ness in children. By early treatment of these pa- 
tients leading otologists believe that 50 percent 
of deafness in adults can be prevented. 

It has been said that all adenoid tissue can be 
removed surgically. But lymphoid tissue forms an 
integral part of the nasopharyngeal wall. It is 
present in inaccessible locations such as within the 
edge of the eustachian tubes. Extensive surgical 
removal of this tissue results in scar formation and 
permanent closure of the orifices of the eustachian 
tubes. For this reason Crowe advises radium after 
every tonsillectomy and adenoidectomy. This re- 
moves these hidden nodules which would quickly 
regenerate into large masses of lymphoid tissue. 

In diagnosis, one can readily see lymphoid tissue 
along the posterior tonsillar pillars, as well as 
nodules in the pharynx of the so called granular 
pharyngitis. The nasopharyngoscope is used to 
determine the amount of tissue in the nasopharynx. 
Audiogram studies show first a loss of hearing for 
the high frequencies with successively lower tone 
loss until the patient has noticeable hearing impair- 
ment. Rhinne tests are negative. 

The Radium applicator causes no harmful effects 
to the patient or the physician when properly used. 
After nasal shrinkage and light anesthesia the 
applicator is passed along the floor of the nose 
to the posterior pharyngeal wall where it lies near 
the orifice of the eustachian tube. The process is 
repeated in each nostril for 12 minutes. The usual 
course is four treatments at two week intervals. 
Regression of the tissue is gradual and further 
treatment is usually not indicated. Treatments are 


postponed if the patient has a cold. 
CLAUDE M. WARREN 


Errors in the Diagnosis of Acute Appendicitis. 
Recio Porffirio, Acta med. Philippina, 1948, 5:43. 


Acute appendicitis may at times offer great dif- 
fieulty in differential diagnosis. The errors may be 
negative or positive. An apparently normal ap- 
pendix not infrequently has been sacrificed un- 
necessarily, whereas, on the other hand, a patho- 
logic appendix in too many instances has caused 
death undiagnosed. The author stresses the fact 
that there is no single diagnostic procedure which 
will constantly and unerringly point to the appen- 
dix as the sourse of abdominal pain. All of the 
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clinical manifestations of the disease must be re- 
membered if one is to make a correct diagnosis. 
Clinical conditions which may be simulated by 
appendicitis must be considered and eliminated. 
The classic sequence of symptoms as enunciated 
by John B. Murphy in 1905 still holds true: 


“First, pain in the abdomen, sudden and se- 
vere, primarily referred to the epigastrium, 
followed by (second) nausea and vomiting, 
most commonly between 3 and 4 hours after 
the onset of pain. Third, general abdominal 
sensitiveness most marked in the right side 
and particularly over the appendix. Fourth, 
elevation of the temperature, from 2-24 hours 
after the onset of pain.” 


Fourteen cases selected to demonstrate difficulties 
in making an accurate diagnosis of acute appendi- 
citis, and to point out errors of commission and 
omission in management are presented. A variety 
of pathologie entities ranging from ruptured 
corpus luteum cyst to miliary tuberculosis are 
discusseed. At the end of each case report short 
comments are given as to how the case could have 
been better handled. 

The following observations are made regarding 
some of the clinical features of acute appendicitis: 

(1) The pain in acute appendicitis is not col- 
icky; it is more of a severe discomfort which sooner 
or later localizes at the right iliac region. There are 
no noncomitant symptoms of collapse and shock 
as in other processes such as gastric perforation 
or acute pancreatitis. 

(2) Vomiting is not commonly seen early in 
uncomplicated acute appendicitis. 

(3) Rebound tenderness is indicative of involve- 
ment of the parietal peritoneum. If present and 
corroborated by an accurate history, the diagno- 
sis of acute appendicitis can be made. 

(4) The temperature in acute uncomplicated 
appendicitis is not high: it is usually be- 
tween 37.5° and 38.5° centigrade. 

(5) Leukocytosis is rarely marked: it varies 
from 11,000 to 18,000 with blood count per cc. 

U. G. DatLey 


Results of Partial Gastrectomy for Peptic Ulcer. 
Mimpriss, T. W., and Birt, St. J. M. C., Brit. 
M. J., 1948, 2:1095. 


The 248 cases on which this report is based are 
from St. Thomas hospital, London. The operations 
were all performed for chronic gastric and duode- 
nal ulcer, upon patients who had had no previous 
operations for ulcer except for the closure of \ 
perforation. Immediate postoperative course an: 
functional result were used in assessing the mer'! 
of each of four types of gastro-intestinal anasto- 
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mosis used with partial gastrectomy. The length 
of time since the operation ranged from one to six 
years, the average being 37 months. Fifteen pa- 
tients were not traced: the operative mortality 
was two percent. 

The authors wisely avoid eponymie description 
of their operations; the figures show the four types 
of operation to which reference is made, I, II and 
11I being modifieations of the Billroth II anasto- 
mosis and IV being a Billroth I gastroduodenos- 
tomy. 

During the immediate postoperative period, the 
objections found to Type I (41 operations) con- 
sisted of slow emptying into the efferent loop, to 
‘Vyvpe II, twist of the proximal (afferent) loop; in 
this group of 130 operations were a death from 
blow-out of the duodenal stump and one from 
twisted proximal loop. The patients’ follow-up 
complaints in all four types consisted of nausea, 
vomiting, a feeling of distention, lassitude, sweat- 
iny and bouts of diarrhea. Fats and fried foods 
tended to cause distress. Twenty-two percent of 
all the followed patients presented some of the 
listed complaints, which could generally be pre- 
vented by eating frequent, smaller meals. The au- 
thors attribute the symptoms to proximal-loop 
filling, slow emptying of the stomach remnant, or 
delayed emptying of the proximal loop. Two pa- 
tients were believed to have a “dumping stomach” 
syndrome, none was found to have a hypoglycemia. 

The follow-up on the patients whose results are 
listed as fair or bad includes barium studies in 
addition to complete physical examination to ex- 
clude intereurrent abdominal disease. The conelu- 
sions are that in the main “the patients who have 
had a partial gastrectomy for ulcer are satisfied. 
Seventy-three percent are symptom free. Twenty- 
two percent have slight symptoms which are not 
severe enough to make them dissatisfied, and five 
pereent have either a poor functional result or are 
dissatisfied.” It is felt that the results were better 
when the operation was done for duodenal ulcer, 
and that the poor results were percentage-wise the 
same for both duodenal and gastrie ulcer. 

That so many of the patients who had the 
authors’ type II operation were satisfied with what 
seemed to be a less than satisfactory functional 
result is aseribed to the fact that most of these 
patients had had large, chronie and very trouble- 
some ulcers, and were hence more tolerant of post- 
operative functional disturbances. “With the ex- 
ception of anastomosis of the afferent loop to the 
greater ‘curvature, ante-colic,’ which leads to a 
high incidence of proximal-loop filling, there is 
nothing to choose between the functional results 
of the other three anastomoses employed.” 


Louis Rivers 


ABSTRACTS 


Rapid Disinfection of Clean Unwashed Skin. A. 
D. Gardner, Lancet, 1948, 2:760. 


“The rapid disinfection of unwashed skin, ex- 
perimentally infected with bacteria, has been in- 
vestigated in a previous inquiry, which showed that 
two percent iodine in 70 percent alcohol, disin- 
fected more rapidly than any of the other sub- 
stances tested (Gardner and Seddon 1946). Fur- 
ther experiments on the same lines are described 
here.” 

About a dozen circular areas, one in. in diameter 
on the shaven but not especially washed skin of the 
forearm, were successively infected disin- 
fected. The areas were swabbed with bacterial 
suspension of known density, and when dry were 
treated with the disinfectant for a given time 
either by swab-application or with dises of sterile 
lint soaked in the disinfectant was included in the 
experiment. 

Agar plate cultures were then obtained. The 
controls must give a semi-confluent growth or at 
least densely set colonies of 50,000 or more, and 
a test plate of less than six colonies is considered 
virtually disinfected. Skin spore infection is dis- 
regarded. 

In most experiments, Ps. pyocyanea was used 
since this bacteria is at least as resistant as cocci. 

The effectiveness of zephiran, cetrimide, ethyl- 
ether, chloros, various preparations of mereury, 
and other substances were studied. It was found 
that the power of two percent iodine in 70 percent 
alcohol virtually disinfected flat areas of unwashed 
skin in one-half minute or less, and when a full 
30 seconds was allowed, the iodine could be reduced 
to 0.5 percent. 

The detergents, zephiran 30 percent, and cetri- 
mide 10 percent, both in ethyl alcohol give satis- 
factory disinfection in 30-45 seconds. 

The application of two percent iodine in alcohol 
is an extremely rapid and effective means of ster- 
ilizing the unwashed skin in preparation for emer- 
geney incisions. 

D. J. LerrHavser 


Colectomy. Skinner, Homer L. and Smith, Robert 
R., Am. J. Surg., 1949, 77:38. 


A brief historical review of rectal and colon 
surgery is presented. During the past ten years, 
colon and rectal surgery has advanced in safety. 
At the Lahey Clinic the respectability rate for 
carcinoma of the colon and rectum increased from 
59 percent in 1928 to 89.9 percent in 1938, with 
a lowering of mortality from 36 percent in 1928 
to 10 percent in 1938, and 3.8 percent in the 
period from 1941 to 1946. 

While cancer is the most frequent and most im- 
portant indication for colon surgery, the great 
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safety margin has made surgery available in more 
benign lesions. 

The pathologic, physiology and medical man- 
agement of congenital megacolon are reviewed. 
The case of a 19-year-old white male who, since 
birth had obtained bowel evacuation by frequent 
rectal irrigations is presented. He had received all 
sorts of medicine, massage, electrical treatments 
and even chiropractic. In 1941 a right sympathec- 
tomy was done and in 1942 a left sympathectomy 
was done with no change in bowel function. 

A colectomy was done with a_ side-to-side 
anastomosis between the ileum and sigmoid and 
the open end of the sigmoid was brought out 
through the incision. The colostomy was closed 52 
days later. Six months later he was having normal 
daily bowel movements and maintaining normal 
weight. 

The differential diagnosis, classification and vari- 
ous stages of chronic ulcerative colitis are dis- 
cussed. 

It is stated that surgical treatment may be di- 
vided into three categories: 

1. Emergency. During an acute exacerbation 
of ulcerative colitis an ileostomy may be neces- 
sary because of sepsis and emaciation. 

2. Curative. extensive irreversible 
changes have occurred in the colon, resection is 
indicated. 

3. Treatment of malignancy. One must be ever 
alert for malignant change since this complication 
is more common than previously reported. 

The case of a 42-year-old white male is pre- 
sented. He was admitted to the clinic complaining 
of nine to 18 stools containing pus and blood 
daily. This had been present for six weeks. 

When after eight weeks of medical manage- 
ment, fever, diarrhea, abdominal pain, and emacia- 
tion continued an ileostomy was done. Fourteen 
months later, since there was no improvement in 
the appearance of the colon, the terminal ileum 
and right colon were resected. The specimen 
showed longitudinal ridges of grey granulation in 
the mucosa, which was studded with tiny polyps. 
Two months later the remaining colon was _ re- 
sected, down to the sigmoid. 

Six months later, two years after the onset of 
the disease the sigmoid and rectum were removed 
by abdominoperineal resection because of puru- 
lent drainage from the rectum and inability to 
gain weight. Three months later he resumed his 
work as a seaman. 

Polyposis of the colon, first described by Vir- 
chow in 1863, is a relatively rare disease. Up 
to 1942 only 331 cases had been reported. At 
Mayo Clinie four percent of patients examined 
in the proctological section had one or more 
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polyps, but only 0.04 percent had disseminated 
polyposis. It is found at autopsy in one-third o1 
those who have died of cancer of the colon or 
rectum. 

The disease is classified as: (1) Adult or ac 
quired type, characterized by a long history of 
colitis. (2) Adolescent of congentital type, where 
there is a distinct familial history. The incidence 
of malignant degeneration in both types is very 
high (34.6 to 50 percent). Probably all patients 
with diffuse polyposis will develop cancer of the 
bowel if they live long enough. 

The treatment is entirely surgical and with 
present day methods is now quite safe (6.9 per- 
cent mortality). 

The case of a 46-year-old white male whose 
father, mother, uncle, two aunts and a grand- 
mother all died of cancer is presented. During 
childhood he had dysentery and stated that dur- 
ing the past 20 years there had been frequent 
episodes of bloody diarrhea. Sigmoidoscopic re- 
vealed no evidence of polyps in the terminal sig- 
moid or rectum. Barium enema showed a gener- 
alized honeycombing appearance of the distal two- 
thirds of the colon and a large filling defect in 
the lower one-half of the descending colon. 

The left colon was resected and an ileosigmoid- 
ostomy, a transverse colostomy and a_ sigmoid- 
ostomy were etablished. The pathologic diagnosis 
was papillomatosis of the colon and adenocarci- 
noma of the sigmoid. Ten weeks later the remainder 
of the right colon was resected, leaving the patient 
with an ileosigmoidostomy and a sigmoid colostomy. 
Four weeks later the colostomy was closed extra- 
peritoneally. Twenty months later the patient was 
asymptomatic, having normal stools and barium 
studies showed a functioning enterostomy with no 
evidence of neoplasm. 

Victor T. Hupsox 


Calcified Cyst of Spleen. John H. Donovan, Brit. 
M. J., 1948, 2:1106. 


Donovan stated that his is the seventh case of 
calcified splenic cyst recorded in medical literature. 
The patient was a spinster aged 50 who complained 
of vague and intermittent attacks of abdominal 
pain, nausea and vomiting. The condition was sus- 
pected after a routine barium meal examinatio: 
disclosed a shadow. 

A transthoracic operation was done and the lung 
partially collapsed when the cyst pushed the dia- 
phragm upward. The diaphragm was opened, ad- 
hesions to the stomach freed, and the tumor re: 
moved. An uneventful recovery followed. 


LricH F. Watson 
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Armamentarium 


New Aureomycin Injectable Announced by 
Lederle: The Lederle Laboratories have recently 
brought out a preparation of sureomycin hydro- 
chloride for intravenous use in emergencies or for 
patients unable to take oral medication, e.g., after 
operations on the gastrointestinal tract. The pack- 
age contains one vial of 100 mg. of aureomycin 
hydrochloride powder and one 10 ce. vial of leucine 
diluent to make a solution containing 10 mg. of 
aureomycin hydrochloride per cubic centimeter. 
Administered intravenously, this solution is said to 
achieve a high blood level of aureomycin with a 
minimum of delay. 


Flame Photometer Determines Potassium Level: 
A new instrument, manufactured by the Perkin- 
Elmer Corporation of Glenbrook, Connecticut, and 
known as the flame photometer, is alleged to de- 
termine the potassium content of body fluids in 
less than half an hour, thus making it possible to 
save lives that would otherwise be lost. The instru- 
ment is a gas burner, into the base of which the 
solution to be analyzed is introduced in the form 
of a fine mist. Each solution gives the flame a 
characteristic color. Light from the flame then 
passes through a monochromator, which isolates 
that part of the light which is characteristic of 
potassium. The intensity of the light, which is 
measured by a photoelectric tube, is the measure 
of the amount of potassium present. The instru- 
ment may also be used to analyze solutions for 
other chemical elements, such as sodium, calcium 
and manganese. 


Compact Chemical Feeder: The “Feed-Rator,” 
a new chemical feeder introduced by the Fischer 
& Porter Company of Hatboro, Pennsylvania, is 
now on the market. Constructed of transparent 
acrylic plastic and measuring approximately 10x- 
5x2 inches overall, this unit simultaneously con- 
trols, measures and dispenses relatively small 
amounts of bactericides, catalysts, disinfectants, 
fungicides, inhibitors, reagents and other chemicals 
into a larger stream. The built-in eductor takes the 
place of a pump, and many highly corrosive 
chemicals can therefore be fed directly from a con- 
tainer. The unit will treat up to 7,000 gallons per 
day of water directly. In a bypass arrangement, 
with use of a solution containing 5 per cent active 
reagent (by weight), 5 parts per million of the 
reagent can be delivered to over 14,000,000 gallons 
ot water per day. 


New Development in Microscopy: An important 
aid to cancer research is announced by the research 
laboratories of the American Optical Company of 
Southbridge, Massachusetts. It consists of a newly 
designed reflecting system and is adaptable to 
other scientific purposes as well as to the detection 
of cancer. The system utilizes both the visible and 
the invisible regions of the spectrum, particularly 
untraviolet and infrared. All wave lengths of the 
spectrum are brought into the same focus. Experi- 
mental samples are now in research use at the 
Massachusetts Institute of Technology and Colum- 
bia University, and plans to manufacture the new 
objectives are being made at the American Optical 
Company’s instrument division in Buffalo, New 
York. 


Clinical Spectrophotometer Aids in Detection 
of Diabetes: The Coleman model 6 spectrophoto- 
meter, obtainable from the Burrell Corporation of 
Pittsburgh, was used in conjunction with an adap- 
tation of the Folin-Malmros Micro Blood Sugar 
Method in a diabetes detection drive conducted by 
the Commission for Diabetes of the Medical Society 
of the State of Pennsylvania. More than 275 
doctors attending the Pennsylvania Medical Con- 
vention were tested. Details of the mass testing 
technic employed are obtainable from the Burrell 
Corporation on request. 


Physicians’ Service: The Thomas Pearce Com- 
pany of Wilmington, Delaware, offers a new busi- 
ness service exclusively to physicians. It consists 
of a simplified bookkeeping record with a year’s 
supply of forms and includes a free estimation, by 
the company’s experts, of the subscribing phy- 
sician’s income tax. 


Skeletal Muscle Relaxant: “Syncurine” brand 
decamethonium bromide (C 10) injection, pre- 
sented by Burroughs, Welleome & Co. of Tucka- 
hoe, New York, is a new sterile, isotonic stable 
solution containing 2 mg. of decamethonium bro- 
mide (C 10) per cubic centimeter. Given intra- 
venously, this preparation is a powerful skeletal 
muscle relaxant and if of therapeutic value as an 
adjunct to surgical anesthesia, as well as for les- 
sening the violence of muscular contractions in 
electric shock therapy. It has a relatively short 
action and therefore, according to its sponsors, 
more controllable than histamine and not conducive 
to such side effects as bronchospasm or fall in 
blood pressure. 
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EDWARD J. PANZER 
M.D., F.A.C.S., F.LC.S. 


Dr. Edward J. Panzer, prominently known as 
the “dean of Detroit surgeons,” passed away Oct. 
10, 1949, at the age of 73. A graduate of the old 
Detroit College of Medicine in 1893, Dr. Panzer 
practiced for fifty-four years in his home town, 
where he was respected as a skillful surgeon and a 
great humanitarian. Dr. Panzer was attending and 
consulting surgeon at Providence hospital for 
thirty-four years and for several years he was chief 
of staff. He also was consulting surgeon at Holy 
Cross hospital and a member of the staff of Grace 
hospital. He aided in the establishment of the 
Samaritan Hospital, predecessor of St. Joseph’s 
Merey hospital. Dr. Panzer was a member of the 
Wayne County Medical Society, the Michigan 
State Medical Society. In 1915 he was elected as 
Fellow to the American College of Surgeons. 


MAXIMILLIAN J. SEIDNER 
M.D., F.A.C.S., F.LC.S. 


Dr. Maximillian J. Seidner of Ogden, Utah, died 
recently at the age of 55. Dr. Seidner received his 
academic training at the Lewis Institute of Chi- 
cago, and graduated from Loyola University School 
of Medicine in 1917. He resumed his studies, taking 
postgraduate work at the University of Vienna in 
1930, and returned to Europe in 1936, at which 
time he studied at the University of London and 
again at the University of Vienna. Dr. Seidner 
served his internship at the Thomas Dee Memorial 
Hospital, Ogden, where he later became chairman 
of it surgical staff in 1937. Dr. Seidner was also 
on the senior surgical staff at St. Benedict’s hos- 
pital and consultant in surgery at the Utah State 
Tuberculosis Sanitarium. Clinical lecturer in sur- 
gery at the University of Utah School of Medicine, 
he also taught at the School of Nursing at the 
Thomas Dee Memorial Hospital. Dr. Seidner was 
an active member of the Utah State Medical So- 
ciety and Weber County Medical Society. 


RALPH W. SCHAEFFER 
M.D., F.LC.S. 


Dr. Ralph W. Schaeffer, aged 55, recently passed 
away at his home in Redondo Beach, Calif. A grad- 
uate of Cornell University School of Medicine, Dr. 
Schaeffer majored in abdominal surgery and later 
became chief of surgery at Torrance Memorial 
Hospital, Torrance, Calif. 


RUDOLPH WALTER ROETHKE 
M.D., F.LC.S. 


Dr. Rudolph Walter Roethke, Milwaukee, Wis., 
recently died at the age of 65. He received his 
medical training at the University of Pennsylvania 
and graduated in 1910. An outstanding surgeon in 
the field of Obstetrics and Gynecology, Dr. Roethke 
was affiliated with the following hospitals in Mil- 
waukee: the Emergency Hospital, the Milwaukee 
Maternity Hospital, Mt. Sinai Hospital, St. Mary’s 
Hospital and the Columbia Hospital. He was on 
the staff at Marquette School of Medicine from 
1913 to 1919 as professor of Obstetrics and Gyne- 
cology. In 1943, when he was chosen president of 
the Wisconsin Academy of Surgery, was also active 
in the Milwaukee Society of Clinical Surgery. 


DONAT F. MONACO 
M.D., F.A.C.S., F.LC.S. 


Dr. Donat F. Monaco of Gallup, New Mexico, 
aged 53, passed away Sept. 12, 1949. Dr. Monaco, 
born in Brooklyn, N. Y., received his medical de- 
gree in Chicago at Loyola University School of 
Medicine, 1917, and served his internship at Lake- 
side hospital Chicago. Dr. Monaco later settled in 
Gallup, where he was senior surgeon at St. Mary’s 
hospital from 1937 to 1947. Active in medical or- 
ganizations, he was vice president of the New 
Mexico State Medical Society and of the McKinley 
Medical Society. 
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